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COMMUNITY MENTAL HEALTH CENTERS- 
OVERSIGHT 

WEDNESDAY,  MAY  9,   1973 

HOUSE OF REPRESENTATIVES, 

SUBCOMMITTEE OX PUBLIC HEALTH AND EN\^noNMENT, 
COMMITTEE ON INTERSTATE AND FOREIGN COMMERCE, 

Washington, B.C. 
The subcommittee met at 10 a.m., pursuant to notice, in room 2218, 

Rayburn House Office Building, Hon. Paul G. Rogers, chairman, 
presiding. 

Mr. ROGERS. The subcommittee will come to order, please. 
This morning the Subcommittee on Public Health and Environment 

is conducting oversight hearings on community mental health cen- 
ters, a program initiated by the Congress in 1963. The original goal of 
the program was the establishment of 2,000 federally supiwrtinl com- 
munity mental health centers in virtually every geographical area of 
the United States in order to cover the population of this Nation. 

Although the goal of the number of centei-s needed has been changed 
from 2,000 to 1,500, the original goal of the legislation—that every 
citizen of the United States have access to the services of a community 
mental health center, initiated, if necessary, with Federal assistance— 
has not changed. This goal is now one-third complete, as there are 
approximately 500 centers in existence. 

As you know, the budget recommendations of the present admin- 
istration call for termination of Federal seed money for the construc- 
tion and initial staffing of new centers. The rationale for this recom- 
mendation appears to be based on the assumption that the community 
mental health centers program was a demonstration program. 

As one of the principal authors of the original legislation, I want it 
to be clear at the outset of this hearing that the community mental 
health centoi-s program was never intended to he a demonstration 
jirogram, and any arguments to that effect have been effectively refuted 
during previous hearings conducted by this subcommittee and the 
Senate Health Subcommittee. 

Most importantly, the legislative history of the Connnunity Men- 
tal Health Centers Act refutes this claim. Although the funding of 
individual programs was to be limited to a certain number of yoare, 
the number of newly initiated centere to be federallv supported has 
always been fixed at the number necessary to cover the population of 
the Ijnited States. 

This morning we will hear from representatives of the Department 
of Health. Education, and Welfare and a panel of directors of com- 
munity mental health centers. 

(1) 



Our first witness is Dr. John S. Zapp, Deputy Assistant Secretary 
for Legislation (Health), Department of Health, Education, and Wel- 
fare, accompanied by Dr. Bertram Brown, Director of the National 
Institute of Mental Health, and Dr. Saul Feldman, Associate Director, 
Division of Mental Health Service Programs at NIMH. We welcome 
you gentlemen to the committee and will be pleased to receive your 
statement. 

STATEMENT OF DR. JOHN S. ZAPP, DEPUTY ASSISTANT SECBETAEY 
FOR LEGISLATION (HEALTH), DEPARTMENT OF HEALTH, EDU- 
CATION, AND WELFARE: ACCOMPANIED BY DR. BERTRAM S. 
BROWN, DIRECTOR, NATIONAL INSTITUTE OF MENTAL HEALTH, 
HEALTH SERVICES AND MENTAL HEALTH ADMINISTRATION; 
AND DR. SAUL FELDMAN, ASSOCIATE DIRECTOR FOR COMMU- 
NITY MENTAL HEALTH SERVICES, HEALTH SERVICES AND 
MENTAL HEALTH ADMINISTRATION 

Dr. ZAPP. Thank you, Mr. Chairman and members of the committee. 
My testimony today will be brief, as this subcommittee has had a con- 
tinuing interest and involvement in the community mental health 
program. There thus is no need for me to restrcss the acknowledged 
value of community-based care as opposed to isolated institutionalized 
treatment. 

ADJIINISTRATION'S   HEiiLTH   STItVTEGY 

We have not felt, in developing our present health strategv. that our 
only choice is to cling to the patterns of the past. Instead, we have 
tried to define carefully a proper Federal role in healtli and then to 
measure various individual proposals for Federal intervention in terms 
of this definition. Briefly, as we have discussed previously with this 
subcommittee, we feel that first prioritj' should be placed on reducing 
financial barriers that limit access to needed health services. This is 
primarily accomplished now through the medicai-e and medicaid pro- 
grams; it will be furthered bj' enactment of a sound national health in- 
surance program on which we will soon be making our recommenda- 
tions to Congress. While we are not in a position to discuss the details 
of our still-cieveloping proposal, we can state at this time that it will 
have a mental health component. 

In our view, Federal support should also be provided for health and 
medical research and many preventive health and consumer protec- 
tion acti\'ities are appropriate Federal concerns in the collective na- 
tional intei-est. A more limited Federal role and increased reliance on 
the capabilities of local public and private sectore are, however, indi- 
cated 111 certain other situations, such as the demonstration of new 
facilities or services or startup funding for their establishment. Any 
such programs should Ije time-limite<l and should incorporate from the 
outset feasible plans for permanent takeover financing from alternate 
sources. This strategy reflects our conviction, as expressed by Secre- 
tary Weinberger before this subcommittee on March 1 and again on 
March 29 of this year, that not everj- worthwhile health progi-am can 
automatically become or remain the financial responsibility of the 
Federal Government if we accept our obligation to maintain a fiscally 
sound Federal budget. 



COMMUNITY MENTAL HEALTH CENTERS 1>R0GRAM HISTORY 

Against this backdrop, let us examine the Community Mental Health 
Centers program. In 1063, the concept of communitv-based care for the 
mentally illwas an idea whose time had come. There was mounting 
evidence that the mentally ill recovered more quickly and with a far 
lower emotional burden on their families and loved ones when they 
were treated in their home communities. For 10 years, the Federal 
Government provided support, first for construction and later for 
initial staffing costs of community mental health centers to demon- 
strate the viability of the concept. By the end of this fiscal year, the 
Department will have provided financial support for the development 
of over 500 community mental health centers across the Nation. 

DECISION   TO   PHASE   OCT   DIRECT   CENTER   SUPPORT 

The value and effectiveness of innovative community mental health 
centers have now been amply demonstrated. These centei-s can and will 
continue to play a very important part in the management of emotional 
illness. However, it is time to shift the responsibility for developing 
and operating such facilities to State and local agencies which must 
ultimately bear the major resiwnsibility for the direct provision of 
public health services of all kinds. 

Our decision to phase out support for community mental health cen- 
ters is consistent with the philosophy which underlies our health 
strategy, that it is appropriate to underwrite promising new methods 
of health service delivery, but only until their feasibilitj' has been 
proved or disproved. As the Secretary said before this subcommittee 
on March 29.1973, in announcing that Ihe Department is not proposing 
extension of the Community Mental Health Centers Act but will con- 
tinue to honor its commitments to existing centers, "The need for fed- 
erally funded demonstration has been met."' 

FtTTITKE   OF   THE   PROGRAM 

We believe that the States are firmly sold on the community care 
principle and are willing to assume the primary responsibility for 
carrying the program forward. A significant number of centers are 
already in place. Every State has at least one community mental 
health center—which has received Federal support—and, in others, 
such as Kentucky, Maine, and Montana, for example, more than three- 
quarters of the population live within the service areas of funded cen- 
ters. Further, many States have adopted a community mental health 
orientation to service delivery. We note, for example, that in 35 or 
more States community mental health services acts which provide a 
State commitment for continuing support have been enacted or are 
pending. 

In a few States, for example, Mississippi and Alabama, a signifi- 
cant portion of current State revenue-sharing funds have been dedi- 
cated to mental health improvements. In Baton Rouge, La., city-parish 
revenue sharing funds will be used to purchase a building to provide a 
full range of outpatient services as part of the Baton Rouge Commu- 
nity Mental Health Center. In addition, as the Secretary also said on 
March 29, "The success of the individual centere which do prove viable 
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should be an adequate incentive for other localities to undertake these 
services to its people." We believe that the current momentum behind 
the community mental health concept will be adequate not only to 
maintain existing but also to stimulate the establislunent of new 
centers. 

An additional aspect in insuring the fiscal stability of any center is 
its ability to maximize its utilization of medicare, medicaid, and other 
third-party health insurance programs. Federal initiatives and techni- 
cal assistance are now aimed at helping community mental health 
centers makes maximum use of such resources in their planning for 
services. Regional offices and NIMH central office staff have been ad- 
vising center directors on ways to arrange for basic benefit packages 
in public and private insurance programs so as to eliminate gaps in 
coverage for mental health services. In addition, center staff are being 
trained in cost accounting techniques and sound fiscal management, in 
contract negotiation, financial planning, and fiscal resource develop- 
ment. There has been extensive and focused assistance in the develop- 
ment of a data base. 

But it is not enough to assure an adequate flow of funds to a project. 
The Department has been equally concerned with the way these funds 
are spent. The results of evaluation studies ai'e being made available 
to center leaders to improve the delivery of services required by the 
residents of the catchment area. They have also been encouraged to con- 
duct regular utilization reviews of each mental liealth service to in- 
sure high quality of care within reasonable cost boundaries. 

CONCLUSION 

In short, the Community Mental Health Centers program is not 
being terminated. What is being terminated are Federal grants for 
new community mental health centere. Sufficient funds have been re- 
quested to complete existing commitments. The administiation is, how- 
ever, continuing to support, with technical assistance, consultation, 
resource development, and the dissemination and diffusion of mental 
health knowledge, the future success of the program and will retain a 
strong leadership role in the stimulation, development, and strengthen- 
ing of community-based mental health programs. 

We will be pleased to try to answer any particular questions you may 
have. 

Mr. RooKRS. Thank you, Dr. Zapp. Mr. Hastings. 
Mr. HASTINGS. Thank you, Mr. Chairman. I will be brief, because 

it seems as though we have been over this ground befoie and probably 
will be again. Doesn't it seem that the real question at issue is whether 
or not the congressional intent was that these be demonstration projects 
only, as opposed to what the subcommittee feels—that is, it was not a 
demonstration program? 

Dr. ZAPP. Mr. Hastings. I think that is the heart of the question be- 
fore the committee and between the executive and congressional branch 
of the Government. 

I would tend to focus some more on another issue. We have had dis- 
agreements on the legislative history before the committee. I agree 
with you any continued discussion is probably no more apt to bring 
agi-eement than when the Secretary was before the committee. 

Mr. ROGERS. Did you say there was some disagreement on the legis- 
lative history? 



Dr. ZAPP. I said: On the disagreements of the legishitive history 
oetween the Department and tlie committee wlien the Secretary was 
lierc before. 

Mr. RoGKits. It is in writing, and it is very clear. I am not sure I un- 
derstand that statement. In fact, if you need it read to you. I can read 
it on page 9 of our own committee statement, wliore we say: "The long 
tei'm goal of the community mental health program is the establish- 
ment of a network of comprehensive mental health services that will 
serve the total population of the United States"—total population, not 
.500 communities. "The overall response to the program, as reported to 
this connnittee. testifies as to the readiness of the Nation to institute 
a community system of mental health care. 

This potential can be realized, however, only with an adequate Iiase of resources 
for planning, initiating, and developing the quality of programs essential to as- 
sure the equitable provision of services to all communities. 

I don't think there is any question about it. The Department may be 
stating how they want to proceed, but the legislative history is quite 
clear; and, as one of the authors of the act, 1 can confirm what is in 
writing; it is correct. 

Dr. Z.vpp. I will acknowledge what you read as part of the legisla- 
tive history but would further state  

Jlr. RcKJERs. It can be confirmed in any other part of the legislative 
history. 

Dr. ZAPP. I think the Secretary was drawing a further analogy to 
the fact that this committee, as well as other committees, continue to re- 
view certain programs and tlie fact there was an expiration date 
originally on the authority as well as continued expiration ciates placed 
on the authority. 

Mr. R(XJKR.s. We review all legislation originating in this committee. 
That docs not mean tlie program is not adopted—because we are re- 
viewing it. AVe are reviewing it now because you don't seem to under- 
stand the intent of Congress. That is why we are reviewing it. 

Dr. ZAPP. The point I was about to make to Mr. Hastings in more 
central than our agi'eement or disagreement on the legislative history—• 
that is. the Federal involvement in the mental health centers at this 
time. The health strategy is as expressed in my statement. That is the 
appropriate Federal role. 

We are saying: With changes made by Congress itself, as well as 
propo.sed by the executive branch, during that period of time, we liave 
indicated a much stronger emphasis on individual assistance. In fact, 
most of the HEW budget goes out for payment of services as opposed 
to developing systems for delivery of services. 

We feel at tliis time the Federal role should be one of adequately 
demonstrating new concepts and proving they are worthwhile and 
turning them over to State and local resources to operate. AVe have a 
responsibility and now are giving a commitment to improve mental 
health and to provide financial access to health services. We see this 
as the role of assistance to individuals. 

Mr. RooKRs. Yes; I undei-stand. 
Dr. ZAPP. That was a different role than I think Congress assumed 

in 11)63. prior to the passage of mcdicaid and medicare. 
Mr. RooKRs. One can have all the money in the world, but. if there 

is no facility in the community, no doctors, no psycluatrists, it doesn't 
do any goo^, does it ? 
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Dr. ZAPP. I understand, Mr. Chairman. 
Mr. ROGERS. Excuse me; it is your time again, Mr. Hastings. 
Mr. HEINZ. Mr. Chairman, sliould I indicate that nearly all of his 

5 minutes has expired ? 
Mr. KoGERS. Wc have not yet invoked the 5-minute rule, Mr. Heinz, 

but I will remember that as you begin your questioning. 
Mr. HEINZ. I just hope Mr. Hastings will be brief. 
Mr. ROGERS. All right. 
Mr. HEINZ. Let the record show this was accompanied by a wink. 
Mr. ROGERS. All right. 
Mr. HASTINGS. IS there anj' difficulty with the concept by the Depart- 

ment i 
Dr. ZAPP. None at all. 
Mr. HASTINGS. There is no need to get into facts or figures as to 

what it has accomplished in the communities ? 
Dr. Z^M'p. No; wc would find oureelves one of the strongest sup- 

porters. 
Mr. HASTINGS. YOU make reference to national health insurance as 

shortly to be introduced which will contain some mode of deliveiy of 
service to mental health, and yet the ])ragmatics that we deal with in- 
dicate there will not be any passage this year by the Congress of any 
national health insurance. 

I think you are probably aware that this committee won't have juris- 
diction over the nuitter; the Waj-s and Means Committee does. Any 
argument saying national health insurance could supph^ some of the 
need to community health centei-s^—that probablj' won't mean any- 
thing this year. I know the committee cannot say it is going anywhere, 
because Congress is not going to act. I have to remove that from my 
mind as an argument on this year's funding for health in community 
mental healtli centei-s since I am convinced we will have no national 
health insurance. 

At the same time, I am aware the administration will not submit this 
year a special leveime-sharing health proposal wjiich will provide 
funds for the continuation of this type of community mental health 
center. I am correct on that. I lx>lievo, from tlie testimony of the Secre- 
tary when he came before tlie subcommittee. 

Dr. ZAPP. I think it highlj' unlikely we would get into health reve- 
nue sharing. The Secretaiy indicated wc have it under review. We share 
with the community a certain sense of that under 314(d) funding that 
goes to the States. How far we will go with that is not yet decided by 
the Department. 

Mr. IIASTINGS. Certainly in the foreseeable future, this coming fiscal 
3'ear. we cannot expect tlie States will receive any financial help from 
levenue sharing or benefits from the national health insurance? 

Dr. ZAPP. That is correct. My comment on national health insurance 
is part of a long-range financial base. There has been an increase 
through third-party reimbursements, from the Federal sector, the 
State's, and. in many cases, from insurance companies. 

We are saying that it is our proposal and that this be further en- 
hanced. When Congress passes national health insurance we will have 
a component. We are not proposing to withdraw anj' support or as- 
sistance made to the community health centers. 

Mr. HASTINGS. Those in place ? 



Dr. Z.\pp. That is right. We feol we should not get inrolvcd in any- 
new starts, any 8-year commitments. 

Mr. HASTIXOS. If we believe in the concept of getting new starts, we 
don't cover anywhere near all of the country. I am referiing back to t!ie 
funding necessary to get them started. I have to rule out national 
health insurance, rule out special revenue sharing for health. 

You mentioned 314(d). I understand the administration is asking 
for special earmarking on 314(d). Am I correct ? 

Dr. ZAPP. That is correct. Tliere is no way—I think we have indi- 
cated that—of retrenching from community healtli. The State should 
have more flexibility and choice to set their priorities. We tliink, with 
some 35 States having or having pending before their State assem- 
blies community health assistance acts indicates strong commitmejits 
from the States. We don't think it is something they will shy away 
from liecause the earmark is not there. 

Mr. HASTINGS. I think that is true. My own State, the State of New 
York, already has a strong ongoing program. I know those legislatures 
don't move that quickly. My concern is that, without funding available 
for new starts, without the knowledge that all these States are, in fact, 
going to be able to establish programs—this is my interest in continu- 
ing this program as well as othere for 1 year to gi\e us and those 
States and communities tlie opportunity to find where they are going 
to find the money to make new starts. 

I am not saying there should not be some consideration of the ad- 
ministration's position, but 1 know of no alteinatives now; that is my 
problem. As of June 30, there is no more [ji-ogram. I don't know of the 
alternatives that will allow new starts to be made around the country. 

I won't belabor the point; you know my position. We have discussed 
it many times. I think it is consistent with what I feel is the obligatioji 
of this committee and the Government that we provide those alterna- 
tives. I don't see them now, and that is my major interest and concern 
in extending for 1 year as those become more visible to us. 

Thank you. Mr. Chairman. I yield back the balance of my time. 
Jlr. ROGERS. WO will give you more time if you need it, Mr. Heinz. 
Mr. HEIVZ. Thank you, Mr. Chairman. Dr. Zapp, there has been a 

reported populati<m decline in our State mental hospitals—a decrease 
in population of our State mental hospitals. Do you a";iee with this? 

Dr. ZAPP. Yes; I iiave no disagreement with that at all. 
Mr. HEINZ. Is there data to support this ? 
Dr. ZAPP. Yes. 
[The following information was received for the record:] 

DECLINE IN RESIDENT POPULATION OF STATE HOSPITALS, NUMBER ANO PERCENT CHANGE IN INPATIENTS AT 
END OF YEAR, STATE ANO COUf'tTY HOSPITALS: U.S.. FISCU YEARS 1937-71 

Total U.S. 
number of 
inpatients Total U.S. 

Fiscal year end of ye:r Period     percsnt change 

1967  
1968 - 
1969  
1970  
1971  
1972  

Tho above table indicates a total rsducUon of 1S0,3U re^dent inpatients ov3r the period 1937-1972. This is a 35 percent 
reduction overaU. 

426.309 
399.152 1967-68 -6.4 
369.969 1966-69 -c7.3 
338.938 1969-70 -8.4 
307.879 1S70-71 -9.1 
275.995 1971-72 -10.4 
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Mr. HEIXZ. IS there data that evahiates the effectiveness of the com- 
munity mental healtli program ? 

Dr. Z.wv. Yes; I think perhaps Dr. Brown would be in a better posi- 
tion to explain the statistical correlation in having a community men- 
tal health program available where we previously had a high institu- 
ti(mal level. 

Mr. HEINZ. My third question: Is there additional data supporting 
the effectiveness of community mental health centers in dealing with 
the programs and competing with State mental hospitals? 

Dr. Z.wv. Yes; the program has been in existence for some 10 years. 
On the actual operation, I think much of it is favorable, probably some 
unfavorable, as you would exjiect with a program this large in over 
500 centers. AVe would be pleased to provide copies of that data. 

Mr. HEIXZ. I am sure that would be helpful to the committee. 
[The following information was received for the record:] 

CORRELATION BETWEEN STATE MENTAL HOSPITALS AND COMMUNITY 
MENTAL HEALTH CENTER PROGRAMS 

There has been a steady and increasing reduction In State mental hosiiital resi- 
dent populations over time. Over the 5 year period 1968-72, there has been a 
total reduction of more than 123,000 resident inpatients. In 1972, there were less 
than 276,000 resident inpatients in State and county mental hospitals, a decline 
of 31 percent since 1968. As an increasing number of community mental health 
centers have become operational, the rate of annual decline In resident patient 
populations has accelerated. 

Mr. HEIXZ. The complaint has been made that community mental 
health centeis are not getting to the people who can least afford men- 
tal health care. Under the 1970 amendments to the enabling legisla- 
tion, additional support for CMHC s in poverty areas was provided. 
Do you know if this additional support has been effective ? 

Dr. ZAPP. I will give an initial answer. We have funded 493 centere 
and 268 of tliem are located in poverty areas, and 225 in nonpoverty 
ai-eas. We can say the majority have been established in poverty areas. 

Mr. HEIXZ. Wnat percentage of all the patients—as opposed to the 
centers—the patients seen in these centers would be medically indi- 
gent? 

Dr. ZAPP. I would refer to Dr. Brown. 
Dr. BROWX. We have dramatic figures; those families having an in- 

come of under $5,000, of all the patients seen in 1971, 62 percent were 
under $5,000 family income. $5,000 to $15,000, 34 percent. We have 
tables that lay this out. 

Mr. ROGERS. $5,000 to $15,000 was what percent? 
Dr. BROWX. Thirty-four percent. Over $15,000, 3 percent. 
Mr. HEIXZ. DO you have a breakdown under $7,000 ? 
Dr. BROWX. We would have to get that; I think we could get that; 

our tables are that detailed. We just put it for $5,000 and under. Ac- 
tually, even $3,000 and under, which meets welfare standards—we 
have perhaps a third of our patients in that category. 

Mr. ROGERS. I think it might be helpful to the committee to have a 
more elaborate breakdown; and, without objection, it will be made 
liart of the record. 

Dr. BROWN. Yes, sir. 
[The following informaition was received for the record:] 



A(ldition» to Community Mental Health C'enterg by Family Income 
United States, J971 

Percent 
Family iticoine: dtatribuiion 

Under .$2,500  42.2 
*2.5(J0 to $4,S»99  20.4 
$5,000 to .$7,499  17.8 
.$7,500 to |i).9!)9  10.3 
$10,000 to $14,95)9  6.3 
$15,000  and  over  3.0 

Total       100.0 

As may bp noted, more than 80% of new additions to community mental health 
center.s in 1971 had incomes below $7,500. 

Dr. BROWN. We have studies that compare in-place centers witli a 
comparable community to see what the percentage of patients coming 
to the State institution is. 

Mr. RotJERS. That would be a great item to have. Give us a quick 
rundown and submit it for the record. 

Dr. BROWN. Where a center has been operational 3 years or longer, 
the possibility of a person being a mental patient in that area is re- 
duced by a third. We will stibmit figures on that. 

[The following information was received for the record:] 

STATISTICS BEARING ON CVIHC PROGRAM OBJECTIVE: Decrease the indpprapriale utilization of State hospitals 

Catchment area residents Admissions of CA resi- 
Inpt. In State mental dents to State mentsl 

hospitals. 1971 Ratio of hospitals, 1971 Ratio of 
CA rate  CA rate 

Rate per         to U.S.                          Rate per to U.S. 
1,000 CA              rate                           1,000 C A ri.te 

Years center has been in operation            Number      residents       («1.51)        Number      residents (=2.03) 

Allcentersi         14,959 l.U 0.74 23,210 1.73 0.85 

Under l>Syears  2,322 1.26 0.83 3,872 2.09 1.03 
l)^to3year$.  4.119 1.14 0.75 6,619 1.84 0.91 
3+years  8,518 1.07 0.71 12,719 1.59 0.78 

1 Data are based on reports from 94 of the 294 operating centers in 1971. 

Dr. BROWN. AS we look at the decline in State institution popula- 
tion, which everybody has been familiar with for many years, it was 
570,000 in 1957, approaching 600,000 when the drugs and new ap- 
proaches came along, and about 5()0,000 when the conununity health 
effort got underway. The slope of the curve has been going down and 
the resident patient population is down to 275,000, a reduction by 50 
percent. If you look at the actual changes h-om 1967 to 1968, 1968 to 
1969, the percentage changes are dramatic. 

There was a decrease of 6 percent from 1967 to 1968, 7 percent from 
1968 to 1969, 8 percent from 1969 to 1970, 9 percent from 1970 to 1971, 
and 10 percent from 1971 to 1972, last year. 

Mr. HEINZ. "Wliat you are saying is: As the programs become better 
established, as they become more effective and become better known in 
the community, in fact as we provide continuity for those programs, 
they do a better job. 

Let me get back to the medically indigent people served. Do they 
pay any fee at all when they go to a mental health center? 
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Dr. BROWN. Many of the mental health centers, though not all, have 
a sliding fee arrangement. At the indigent level, I would say no fee is 
the rule. Many or some are supported by medicaid, welfare, or other 
funds. 

Mr. HEINZ. To what extent are they supported by medicaid ? 
Dr. BROWN. We have figures on that. Again, looking at the 1969 

figures and the 1971 figures gives us a trend line on medicaid and medi- 
care which is helpful and illuminating. ^ledicaid in 1969 was a small 
2 percent of the total funding in patient care and mental health cen- 
ters. It has gone up to 5 percent in 1971. Medicare was 1 percent in 
19G9. It has gone up to 2 percent. 

If there is any undci-served group, it is in the aged population. 
Mr. HEINZ. If, in fact, it is true that the vast majority of people 

served are poor—and I think wc will see, when you get your figures 
in, that people under $7,000 probably come close to 80 percent of all 
the people served—I think what we are talking about here is a veiy 
small proportion of the cost for the poor—and, by ''the poor," you 
could even apply a very strict definition—a small percent of those 
costs are being paid bj' medicare or medicaid. Medicaid, in particular, 
is of some concern to me. 

To what do you attribute the failure of third-party payment struc- 
tures, such as medicaid, to provide adequate reminbursement to men- 
tal health centers ? 

Dr. BROWN. There are several major reasons for the poor perform- 
ance of medicaid in providing mental health coverage. There are two 
major sides of the coin in the medicaid programs which are the re- 
sponsibility of the State. First, many States limit coverage for mental 
health, so we have a State prerogative for the extent of coverage of 
mental illness. 

The second point would be that the centers often have no incentive 
to increase their medicaid collection. This is a deficiency on our part 
as well as theirs, but we have increased our eiforts to encourage medic- 
aid and other third-party payments. 

Those are the two major reasons. 
Mr. HEINZ. IS there any reasonable pruspect that medicaid will 

change substantially over the next several years in order to play a 
more important role in picking up these expenditures? 

Dr. BROWN. I would like to defer to Dr. Zapp on that. The wav I 
imderstand it, medicaid will become a component of perhaps a dif- 
ferent and more comprehensive health scheme. 

Dr. ZAPP. I don't see any pending proposals nor immediate legisla- 
tive action. The authority is there, as it is a Federal-State program 
with the State option. 

I think the latter of the two points Dr. Brown made is one we can't 
overlook in community health centers. That is, we have not been do- 
ing a good job, because there has not been the incentive on the jiart of 
centers to collect third-party reimbursement. 

Mr. HEINZ. Do you think, since a number of community mental 
health centers each year, if you will, are maturing, and direct Federal 
support is being reduced—do you think at the end of the Federal sup- 
port period, some percentage of our mental health centers will fold ? 

Dr. ZAPP. I would hope that the percentage would be low. I wotild 
be surprised, with this number, if there weren't a few centers that 
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would drop out. However, tlie congressional intent with an 8-year 
I^haseout really gives them a long time. One reason for folding could 
be poor management, as an example. 

There is a lot of community involvement in most centei-s. and there 
is time for them to make what changes have to be made. It is not a 
quick phaseout. 

Dr. Thrown may have information on specific ones. It is my under- 
standing that most reaching the end of tneir period of support have 
good prospects for continuing their operations. They may have to 
change tlie scope. You have a lot of additional outreach and social 
services they have been able to perform because of heavy Federal dol- 
lars. They have to begin to concentrate on other dollars, and they may 
have to concentrate on the scope of their activities. 

Mr. HEINZ. Let me ask a question that relates to something Dr. 
Brown referred to. That is simph' this: Do you sec that HEW has any 
responsibility to ultimately prepare and, in fact, encourage mental 
health centers for their eventual mdependencc ? 

Dr. ZAPF. Yes, we feel a responsibdity, and I think NIMH has had 
an aggressive program in technical assistance helping centers work on 
their programs. Dr. Brown may illuminate a little more. Yes. we feel 
we have a i-esponsibility, and it is our undei-standing NIMH is ag- 
gressiveh' carrying it out, not only here, but from our people in the 
regional offices, which are closer to the community level. 

Mr. BROWN. Our first class of graduates is due up next year, those 
centei-s that will have finished 8 full years of support. Those with the 
8 full years of support, approximately 75—40 have additional sup- 
port, child support, drug and alcohol support, and 35 stand alone. 

I don't expect any of them to fold. The reasons are first, if they have 
intrinsic worth, the community or the State or localities will come 
through. Second is we have had a very aggressive and helpful program 
in trying to prepare for third-party funds or other resources. 

When centers stand alone, we are concerned there will be shifts in 
the tyjies of services provided. Funds for those services that are really 
available in hospitals, as for example, inpatient care are not so easily 
available for some of those centers. We are concerned about that shift. 
It may not take place, but we are worried. 

Mr. HETXZ. Very good. Mr. Chairman, I have many more questions 
but not at this time. 

Mr. ROGERS. Mr. Kyros. 
jNIr. K^Tios No questions at this time. 
^Ir. ROGERS. Mr. Hudnut. 
Mr. HUDNUT. No questions. 
Mr. ROGERS. Mr. Nelsen. 
Mr. NELSEN. Thank you, Mr. Chairman. I am sorry I missed your 

testimony, Dr. Zapp. 
In Minnesota, now that we have these centers, the population of the 

State mental hospitals has gone down so tremendously, and the reason 
is that, in instances where help was needed, it was provided and a cure 
effected locally and it has been a great program. 

A few years back, I remember in the original legislation we did not 
provide staffing and we finally found that staffing was one of our major 

roblcms. Arc you of the opinion that the staffing burden can be met ? 
notice, in your last paragraph, you state: "In short, the communitj- 

21-.1.13—-f! 2 
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mental health centers program is not being terminated. What is being 
terminated are Federal grants for new community mental health cen- 
ters. Sufficient funds have been requested to complete existing com- 
mitments. The administration is, however, continumg to support with 
technical assistance, consultation, resource development," and so forth. 

Now, do you have any feeling in the area of staffing, looking to the 
future, that there will be assistance, or do you plan to terminate that? 

Dr. ZAPP. The program has an 8-ycar phaseout. As Dr. Brown men- 
tioned, the graduates are just now coming into being, those with 8 
years' siipport completed. We don't see them folding because of the 
lack of Federal support. They have found a variety of resources to 
pick up. Without staffing assistance at the end of the 8 years, I think 
they will be able to continue. 

Because of changes inside and outside the Federal Government, the 
range of services tliey provide may switch to be more parallel with the 
reimbursement mechanisms available to them at that time. NIMH will 
watch very carefully for this. We don't think they will fold. We think 
they will continue. 

Mr. NELSEN. As 1 remember it. in Minnesota we started 11 different 
centers. Hasn't there been a tendency to have a lesser number and yet a 
bettei- unit and take care of a wider area instead of having so many of 
them ? Is that a trend now ? 

Dr. BROWN. Miimesota was a leader in starting with the outreach 
community approach, and their centers had outpatients and consulta- 
tion services and then expanded to day care. 

Mr. NELSEX. I was there; T know. 
Dr. BROWN. They helped us in our pre-1963 thinking; during the 

late fifties and early sixties they were the leaders. As it has gone for- 
ward, there have been other services. 

Mr. NEIJ!EN. NO further questions. 
Mr. ROGERS. We would like to have answers to the questions sub- 

mitted by Mr. Symington. 
[Seep. 29.] 
Mr. ROGERS. I think it is clear the Department feels it has been a 

successful program. 
Dr. ZAPP. Yes, I think that is a correct statement. 
Mr. ROGERS. The Secretary indicated that. 
What is the need, the national need, in mental health? Is there still 

a problem ? Do we have people that have mental illness in the country, 
or is it about over? 

Dr. ZAPP. I would think we still have and will always have people 
in the country having a need for mental health services. We tliink. as 
Dr. Brown mentioned a minute ago, the potential need to have people 
for inpatient treatment lias been shown to be decreasing where there 
is service at the community level. 

Mr. ROGERS. We can avoid inpatient treatment if we can give them 
outpatient treatment rapidly in their own community. Is this true? 

Dr. ZAPP. That is correct. 
Mr. ROGERS. In areas not having community mental health centers, 

what happens? Do they have more inpatient demand? What happens? 
Dr. ZAPP. I would say several things would happen. One. yes. there 

would be more inpatient demand. I would tend to think—Dr. Brown 
can speak better to this—there is also becoming increasing sophistica- 
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tion and awareness on the part of the individual professionals in those 
areas where the community health center doesn't exist. I think they 
would tend to try to treat the people on an outpatient basis. That is 
the creditable concept that appears to be needed. 

Mr. KoGKRS. You think it is a good idea to continue to build com- 
munity mental health centers, but you want them to do it ? 

Dr. "ZAPP. We feel it is no longer necessary or appropriate for the 
Federal Government to continue to start community mental health 
centers. 

Mr. ROGERS. Although the need exists in the community for the men- 
tal health center? 

Dr. ZAPP. Yes, as it would for many other health services. We don't 
think the Federal Government can do everything in every area, and 
we are trying to make selected use of the scarce resources we have. 

Mr. RoGKRs. Is mental health a major national problem ? 
Dr. ZAPP. Yes, as many others are. 
Mr. ROGERS. And we know we can do something about it ? 
Dr. ZAPP. Yes. 
Mr. ROGERS. But vou are saving, "Let's not do it; let the community 

doit«" 
Dr. ZAPP. TO have something done about it, is no longer necessary 

for the Federal Government to bear the same burden it has in the past. 
We think we have done great things, along with the Congress, by 
community health services' proving themselves and providing health 
services. The growth, although it may be less even without all the 
Federal dollars coming in for construction and staffing, will continue. 
We do have other areas that have equal needs. 

Mr. ROGERS. Let me ask you: What study has been made to deter- 
mine that the local communities will assume the burden and that the 
local communities will build these? Have you a study for a basis? 

Dr. ZAPP. I think Dr. Brown can answer that. There have been 
community health centers established without Federal assistance. 

Mr. ROGERS. I am sure there are some, but the vast majority were 
encouraged by the seed money from the Federal Government. 

Dr. ZAPP. Yes, but that is not to say some have not. 
Mr. ROGERS. I understand a few may. What I am saying is: With a 

major national problem, there is no study that shows all of these com- 
munities will build them. How many will ? Have you made a study of 
that? 

Dr. ZAPP. I am unaware of anything that would show statistically 
what will happen in each of the catchment areas where there is not 
Federal assistance. 

Mr. ROGERS. Do you know what mental health programs have been 
approved but unfunded with staffing grants, have built their own 
facility now on the promise the Federal Government would give a 
staffing grant ? Have you got those figures for us ? 

Dr. ZAPP. Yes. 
Mr. ROGERS. How many have been approved but unfunded in their 

staffing grants ? 
Dr. BROWX. We have 78 community mental health centers' applica- 

tions for $.39 million that have been approved but unfunded, Mr. 
Chairman. 

Mr. ROGERS. Is there a reason why they are unfunded ? 
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Dr. ZAPP. The same reason that exists in ahnost every program- 
that you continue to have more applicants than the Federal Govern- 
ment has funds to award. 

yir. RooERS. Have any funds been withheld that have been appro- 
priated ? 

Dr. ZAPP. In the Public Health Act, I am unaware of any funds 
that have been withheld. 

Mr. RoGKRS. Even in the Hill-Burton program ? 
Dr. ZAPP. I am unaware of any. I think the report Secretary "Wein- 

berger made to tlie Senate Finance Committee was that there were 
no public health funds witliheld. There may be funds that were au- 
tliorized, but impoundment in not allowing the outlay of appropriated 
funds is a separate consideration. 

Mr. ROGERS. I won't get into that, but my information varies 
gi'eatly. 

So there are 78 unfunded centers built with local effort ? 
Dr. BROWN. Most of those—of the 78 grants, Mr. Chairman approx- 

imately 57 are staffing and not construction. 
Mr. ROGERS. I understood that was where they may have gotten 

their building together or worked out places where they could have 
provided services. Is that correct? 

Dr. BROWN. I don't have that figure at my fingertips. 
Mr. ROGERS. Could you get that for us, please—how many received 

construction giants that are approved but no staffing? Are there any? 
Dr. BROWN. Yes. 
Dr. ZAPP. I would assume in the 78, you would have a mix. 
Dr. BROWN. Of the total Federal support, 130 centers received con- 

stniction grants but no staffing grants, unless you are still asking about 
the universe of approved unfunded rather than those unfunded that 
have not received staffing grants. 

Mr. ROGERS. It may be well to break both those figures down. Could 
you give those to us ? 

Dr. BROWN. I will be glad to provide them. 
[The following information was received for the record:] 

CONSTRUCTION GRANTS WITHOUT STAFFIXO GRANTS 

As of July 1, 1972, 130 of the 493 funded community mental health centers 
had received construction support only, without .staffing grant support. However, 
receipt of n construction grant commits the grantee to the development of a com- 
munity mental health center program regardless of whether subsequent staffing 
grant support is requested, or available. 

Mr. ROGERS. What has been our contribution, the seed money ? What 
would be the overall cost? 

Dr. ZAPP. That we have contributed ? 
Mr. ROGERS. Yes. 
Dr. ZAPP. I think, on the staffing funds through 1972, some $411 mil- 

lion. 
Mr. ROGERS. What has been the local and State contribution? 
Dr. ZAPP. In excess of that; I think the staffing grants are around 

27 percent of the operational support for the community mental health 
centers. Those exact figures Mould change each year as the Federal 
matcli goes down. Dr. Brown may have that. 

yiv. ROGERS. TMiat would you say about the average contribution? 
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Dr. BROWN. I think one of the ways to put it is that each Federal 
dollar has produced $2 of non-Federal support. Of the $400 million 
provided in the history of the program, approximately $700 million 
to $800 million of non-Federal fmids has been provided by States, 
localities, private fees, and the like. 

yiv. EocERS. What about for construction? 
Dr. BROWX. That is closer to 50-50 if you look at the total. 
Mr. ROGERS. Which has been the old Hill-Burton pattern. 
Dr. ZAPP. About $253 million to date have been put in construction— 

the Federal share. 
Mr. ROGERS. What do you think of this statement, Dr. Zapp: "The 

selective nature of these programs is inequitable to the Nation as a 
whole because relatively few communities receive Federal funds''? 

Dr. ZAPP. Do I give validity to the equity argument ? 
Mr. ROGERS. Yes. 
Dr. ZAPP. I think one point is: Do they give a rationale to the pro- 

gram? The other is: Is there inequity? Yes, of course. I don't think 
the equity argument is valid. I think there can be disagreement 
whether this e<iuity is a valid P^ederal purpose and should be con- 
sidered. Of course it is inequitable to have this much money going to 
some areas and not others. 

Mr. ROGERS. It is all right to help 500, but here are others ready to 
go but we are going to chop it on. Is that equitable? That was the 
argument used Ly Roy Ash in his justification for stopping this pro- 
gram. 

Dr. ZAPP. I think it is valid. 
Mr. ROGERS. YOU really do even though we have acted on 500 ? 
Dr. ZAPP. Yes, even though you acted on 500—if you take the ad- 

ministration's suggestion as to what the Federal involvement should 
be, starting up and then relying on State and local supi^ort to keep 
thorn going. 

Mr. ROGERS. It is helping to get the local community started when 
you give them only 24 percent. Don't you think that is a pretty good 
reaction from the States—to come in with 70-some-odd percent? What 
do vou want them to do—100 percent? Do you think they should do 
lOO-pcrcent i 

Dr. ZAPP. We think that is an excellent response from the States. 
Mr. ROGERS. It is an amazing response. 
Dr. ZAPP. It is because of that we have confidence that community 

mental health support will not stop. 
ilr. ROGERS. But you have not made a study; this is simply what you 

hope would happen? 
Dr. ZAPP. There is information we can provide for the record where 

community mental health centers started without Federal assistance. 
Mr. ROGERS. IS that the same percent you expect to continue? 
Dr. ZAPP. The support of Federal dollars excludes local reaction 

sometimes. In many cases, it works in reverse. The fact that States 
know they are eligible for Federal dollars could lead to resistance in 
State legislatures. If they hold out they might get a 50-percent con- 
struction grant and 8 years' sujiport on staffing. 

Mr. ROGERS. It encourages them to do something, and they have 
responded. 
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Dr. ZAPP. They responded to the Federal match. The question is, 
"Witliout new Federal support and with the new concept of States" giv- 
infr assistance, what will they do? None of us know. 'W e think strongly 
that eA-en though the growth may be lessened—which I addressed to 
Mr. Hastings and Mr. Heinz a minute ago—we think the growth will 
still continue. 

Mr. EoGERS. I undei-stand this is what you think. What I am say- 
ing: We don't think that is necessarily true, and we don't think it will 
happen. You have no studies to show us. We do have a record of what 
has happened with a little Federal money properly invested. 

Now, I know another administrative statement was quoted in the 
press as saying that the program is inequitable because those served 
by the federally funded centers receive better care than the rest of the 
Nation. Do you agree with that ? 

Dr. ZAPP. I think this would go back to the first half of my equity 
argument. 

Mr. KcxiFRS. That was Mr. Ehrlichman. Did he have any input in the 
decision as to whether this program continues or not? 

Dr. ZAPP. I can state ho has not been on my call sheet, Mr. Chairman. 
I don't  

Mr. KoGF.RS. Yes. but did he call you? I am not talking about the 
sheet now. I wasn't thinking of his calling you but I am thinking of liis 
input into the decisionmaking. Did either Mr. Haldeman or Mr. 
Ehrlichman provide any input? I am concerned when I read state- 
ments in the press that "We are going to cut out these programs be- 
cause those people, where there has been Federal help in a center, are 
getting better care than the rest of the Nation, so wc will cut it off." 

That is the most absurd statement I have ever heard. If that is the 
reasoning-—and it obviously is—for cutting off this program, then the 
Congress will have to take action. 

Dr. ZAPP. I would again restate: The equity argument is only a small 
part. It is a part, and you can't deny the inequitable disposition of 
Federal dollars  

Mr. ROGERS. The way to stop it is to stop trying to handle equity 
and chop off' the people relying on the program who have done tlieir 
work to try to get the program to improve their community's health 
so their community will get the help the 500 have got. 

NoAv. j'ou say the way to be equitable is to chop it all off? 
Dr. ZAPP. No; we are saying we think the Federal role in this partic- 

ular c«se is one which has laeen proven. 
Mr. ROGERS. "And it is successful, so stop it''? 
Dr. ZAPP. The community mental health concept has been proven, 

statistically and otherwise. 
Mr. R(X3ERs. "So don't do it any more; don't help people any more"' ? 
Dr. ZAPP. NO, Mr. Chairman. 
Mr. ROGERS. That is what you are saying—"We don't want to start 

new ones." 
Dr. ZAPP. I am not saA'ing that. 
Mr. ROGERS. You say: Stop the program. And yet you have not 

done any study. 
Dr. ZAPP. There are wa3-s to help people with assistance. 
MI-. ROGERS. Let us not pursue that. Let me ask you this: Has any 

study at all been done, area by area, of what will happen to those who 
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have submitted their applications for grants i Do we know whether it 
is going to dehiy tliem a year, 2 years, 3 years? Is it going to stop com- 
munity mental liealth services from being given to those comnmnities? 
Will it be like in Watts, where, I undei-stand, for 5 years they have 
been raising money to try to get their community mental health cen- 
ter? Now they are not going to be able to get help. What is going to 
happen i Has any study been made ? 

Dr. ZAPP. I will refer to Dr. Brown. I would state I would not like 
the record to show we don't feel the centers will not develop. 

^Ir. KoGERS. But you have not done a study. You say you "feel." This 
is what concerns me about all the attitudes. I have not seen any study 
where you have gone to tlie people and they say, "Yes, we can do it, 
we will do it, this is what we are going to do.' 

This may bring these people to a comj)lete halt—to precipitously cut 
tiiis 130 oil', where they have relied on the word of the Federal Gov- 
ernment in the laws of" this land. It is a shocking example of deceit. 

Dr. ZAPP. I think the 130 may be a distortion. I would like Dr. Brown 
to amplify on that. Tliere are 130 that have received construction as- 
sistance; they may not need staffing assistance. If we have only 78 ap- 
proved but unfmuled grant applications totally  

MI-. RCGKRS. That is for staffing only i 
Dr. ZAI'P. Is that for staffing or construction ? 
l)i-. BEOWN. We have none for construction. 
We arc carefully working wMth those 78 to do ever3thing we can to 

make sure they get going  
Mr. ROGERS. I am sure you are, but it doesn't do much good to work 

with tliem, talk to them, when you haven't got any help for them. 
Mr. Xelsen. 
Mr. NELSKN. Dr. Zapp, back home in Minnesota when we started 

our program under Governor Youngdahl, we received no Federal 
moneys at tliat time, is that true? 

Dr. ZAPP. Not the type of Federal assistance that has been available 
since the 1963 passage. 

Mr. NELSEN. Our State found that, by using this process, the in- 
patient facilities population diminished; it was a dollar saving to 
the taxpayei-s of our State because we did use this concept. We found 
that out by experience. 

Now, then, the question I also want to puisne is that in the Hill-Bur- 
ton approach, the various communities are beginning to realize tiiat to 
wait their turn year after year because we d(m't appropriate enougli 
dollars to build hospitals in every town in the United States of Amer- 
ica, is useless. Tliey nave bought the concept of a guaranteed-type loan 
thing so they can move faster. It has its advantages. 

I know the Federal Government doesn't have the dollars to do the 
total job, and I am hoping the experience we had in Minnesota and tlie 
experience gained from wliat you have already done will stimulate 
communities to do more themselves. If you stand around and wait too 
long, maybe you deter the program from advancing by local initiative 
rather than stimulating it from the top level. 

I don't exactly endorse the idea that, just because of a lack of dollars 
from this level, the administration is necessarily opposed to tlie pro- 
gram. 
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You did indicate, in your testimonv, in areas where something was 
started, that you intend to stay with them; you are not just arbitrarily 
cutting them oS. 

Now. then, I know that at the national level, the total dollars avail- 
able for all programs are inadequate when you take the needs of the 
country and the dollar income and we find, to our embarrassmentj that 
we have $24.7 billion interest payment a year, we pay $2 billion a 
month, because we go on a deficit spending basis and throw dollars at 
every problem to a point that we now are spending $24.7 billion a 
year for interest on borrowed money. 

So I don't quarrel with an attitude in your department of trjing to 
motivate coimminities back home. At the same time, I think that we 
need to take into account the total dollars available to us. 

As I pointed out again and again, our medical schools are in need 
of help. too. and we don't ha\e the total dollars I think we need. 

So our good chairman and I sort of go in tandem; and I think we 
demonstrated, Paul, that, working together, we have tried to come up 
with some of the best answei-s for the best interests of the country. 

I just want to say. Dr. Zapp, I want to compliment you on your 
diligence in your job and your attendance before the committee time 
uftci- time to help us. 

1 perhaps was interested in these mental health centers long before 
most of the members of this committee, and I well rememl^er the first 
appropriations out of our P'inance Committee; the Governor wanted 
$80,000: I wound up getting $60,000, and he wasn't too happy. 

AVe have a good program in Minnesota. It was a good investment. 
The population at St. Peter is way down. I don't think the State 
should forget the motivation at home is a part of the total package. 
I am sure Chairman Rogers would agree witli that. 

We will do our best to work this whole program out. I thank j'ou for 
your appearance. 

Mr. RoGFJis. T am sure we will work it out. 
I might say I was somewhat startled that you asked for $600 million 

in this budget this year over and above what will be expended for the 
obligation over an 8-year staffing time. All you needed to ask for was 
what was needed this year and then ask for it each year. 

Mr. XELSKX. I didn't ask for it. 
Mr. ROGERS. NO; I just wanted j^ou to know the administration put 

in about $r)00 million over and above what would be needed for staffing, 
which should ease the problem we have. It will help us both because we 
can reallocate some of that budget. 

Mr. NELSEX. Off the record. 
[Discussion off the record.] 
Mr. ROGERS. On the record. We will work things out. 
I am concerned where this program follows the philosophy of what 

they are telling us. They want to initiate local efforts, but wehave had 
sucli a successful program. And now, to cut it off and say the}- think it 
will go, concerns me. 

I was glad to .see, in Dr. Zapp's statement, where he said: "A more 
limited Federal role and increased reliance on the capabilities of local 
public and private sectors are, however, indicated in certain other 
situations, such as the demonstration of new facilities or services or 



19 

startup funding for their establishment." That is what this program 
really is, so it is consistent even with your statement. 

Dr. ZAPP. AS long as one bears in mind the preface to that statement; 
that does not mean a commitment because of having proven the con- 
cept. 

Mr. KoGERS. I understand there is no commitment even in the Fed- 
eral Government. We provide the law but you won't pro^•ide money 
for the medical schools. Yet we know the need for doctors and nurses 
is well documented. That is why I supported Mr. Nelsen in trying to 
get support for his medical school—they need it. 

Mr. Kyros. 
Mr. KTROS. AVill revenue-sharing funds be used—is that what you 

arc imagining—in some States and communities to support these 
programs ^ 

Dr. ZAPP. I would imagine. As I said earlier, there are some 35 States 
that have mental health assistance authority. It is within tlie authority 
of the State whether they want to use certain earmarked funds of 
revenue sharing. We would consider general revenue sharing is the 
answer to continued support for mental health centers. We think, 
once a concept is proven, it depends on the priority the individual 
States and localities place on it. 

Mr. KYKOS. As yet, we don't have anj' specific data that woidd indi- 
cate whether any city or State actually did use re\enuo-sliaring funds 
to support these centers. Is that correct? 

Dr. ZAPP. Yes; I had things in my statement that indicated some 
examples we know of. And, in some cases, when it flows into the 
treasury, as they begin the reallocation process; it may be impossible 
to track funds freed up for mental health activities because general 
revenue-sharing funds may be used for something else. 

It would take a master audit in each of the States, once levenue 
sharing is in there, to show what funds are not used for that purpose 
and. therefore, freed up for something else. 

Mr. KrRos. Another thing concerning me is: If, indeed, the com- 
munitj' mental health centers serve economically poorer people, they 
could never become self-supporting, could they? 

Dr. ZAPP. Yes, the large issue nere is financial access for mental 
health services into the system. Again, depending on its jniority, the 
State can include it in the medicaid program, and the Federal Govern- 
ment would match in each case. It is not the Federal initiative: it is 
the State's. Once the State allows those services, the Federal Govern- 
ment has no choice but to match. 

I think this goes back to the center of the discussion that occurred 
between Mr. Aelsen and Mr. Rogers a few minutes ago about the 
health expenditures in the Department. They continue to go up; they 
have doubled in tlie 4 yeare I have been there. 

The vast majority of those are uncontrollable, such as medicaid and 
medicare. In medicaid, the States are making the choice and can make 
the choice in mental health. There is a $31,4 million increase in HEW 
next }-ear. We have to come up with some choices that are difficult for 
us and very difficult for Congress if they should choose to go with us. 

Mr. KYROS. HOW many States have medicaid payments for mental 
health centers? Do we know? 

Dr. ZAPP. I would refer to Dr. Brown or ^Ir. Feldman. 
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Dr. BROWX. Thirty-five, and they vary in what they cover. Some 
limit to just the inpatient services and only a handful have any out- 
patient coverage under medicaid. 

Mr. KTROS. Some units attached to hospitals train psychiatrists, 
who do their internship there. We certainly need an input of psychia- 
trists into the medical system. If these mental health centei-s, then, 
are valuable training grounds, don't they have further value beyond 
serving patients? 

Dr. ZAPP. I am sure they do. In every State in the country they are 
valuable as a part of the training experience for psychiatrists and other 
levels of mental health workers, professional and nonprofessional. 

Mr. KvRos. Thank you. 
Mr. ROGERS. Mr. Hudnut. 
Mr. HuDNTT. Thank you, Mr. Chairman. I apologize for being late 

and not having my thouglits collected wlien you called on me before. 
I would like to ask consent to insert in the record at this point a reso- 

lution forwarded to me from the State of Indiana on this point. 
Ml'. ROGERS. Without objection, it will be so done. 
This is from the State of Indiana? 
Mr. HUDNUT. The Senate of the State of Indiana. 
[The resolution referred to follows:] 

RESOLUTION OF THE SENATE OF THE INDIAN.\ GENERAL ASSEMBLY 

A senate concurrent resolution memorializing Congress to continue its support 
of the community comprehensive mental health centers program in order that 
Indiana's network of thirty-two community comprehensive mental health cen- 
ters may be completed. 

Whereas, In 1955 President Dwight David Eisenhower appointed tlie .Toint 
Commission on Mental Illness and Health to study the problems of tlie nation's 
mentally ill; and 

Whereas, The .Joint Commission of Mental Illness and Health in its report to 
the President in 1961 recommended, among other things, the creation of com- 
munity comprehensive mental health centers to provide treatment facilities for 
this nation's mentally ill in close-to-home treatment facilities; and 

Whereas, In 1963 Congress passed the Community Mental Health Centers Act 
implementing the Joint Commission of Mental Illness and Health reiwrt and 
authorized federal dollars to assist the several states in providing its networli of 
community compreliensive mental health centers ; and 

Whereas, Congress comraittetl itself to becoming a full jmrtner with the several 
states and local communities in the initial construction cost and staffing cost; and 

Whereas, Tlie Indiana General Assembly and the several counties of tliis state 
enacted legislation and provided the state's and local government share to create 
a network of thirty-two community comprehensive mental health centers for the 
citizens of the state of Indiana ; and 

Whereas, Ten centers are presently in operation in Indiana, five more will be 
operational within the next two-year period and the remaining seventeen centers 
will be operational by 1980; and 

Whereas, The state of Indiana and local county governments have kept their 
pledge to the mentally ill of this state by enacting tlie necessary legislation and 
providing funds to complete the network of thirty-two community comprehen- 
sive mental health centers : Therefore be it 

Resolved by the Senate of the (General Assembly of the State of Indiana, the 
House of Representatives concurring: 

SECTION 1. That the General Assembly hereby memorializes the Indiana Con- 
gressional delegation, the Federal administration and the Congress to renew the 
Community Mental Health Centers Act to permit the continuation and completion 
of the plan to provide community comprehensive mental health centers for all this 
nation's mentally ill and to authorize and appropriate the federal funds necessary 
to keep the national commitment as a full partner in combating mental illness. 
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SEC. 2. The Secretary of the Senate Is hereby directed to forward copies of this 
resolution to the President and Vice President of the United  States, to the 
Speaker of the House of Representatives of the Congress of the United States, 
and to all the members of Congress from the state of Indiana. 

Adopted by Voice Vote this 13th of April, 1973. 
JOSEPH W. HABBISON 

State Sciwtor. 
BETH VAK VOBST GREENE 
Secretary of the Senate. 

Mr. HuDNUT. I appreciate your stat<>ment. As you know, we are 
wrestling with the problem of funding the necessarj' programs and. 
at the same time, staying within the necessary budget limitations that 
fiscal responsibility would impose on us. 

I have real problems with this facet of the overall tension that we 
are finding ourselves in, because it seems to me that the logic of the 
case is on the side of continuing rather than terminating the commu- 
nity mental health center program insofar as demonstration projects 
are concerned and getting these off the groiuid. 

The HEW has identiKed almost 1,500 catchment areas, as I under- 
stand it. throughout the country, and we have only some 500 centers 
going right now. Mental illness is a problem in America. I don't know 
how many people are touched directly or indirectly by it—maybe 1 
out of 10. 

I think, on the basis of the history of the community mental health 
program today, there is a discernible correlation between the establish- 
ment of these centt^rs, and a reduction of the State hospitals' censuses. 
Two examples: In the State of California last year in San Francisco, 
not one patient was admitted to a State mental hospital from that area. 
The California total State mental hospital census is, 4,500, which 
makes it tlie lowest of the major industrial States; and it is not just 
coincidental, in my opinion, that California began extensive develop- 
ment of community mental health centers about 15 years ago. 

I am sure you recognize the validity of the program. But why 
should we cut it off when it seems successful ? Example No. 2: In my 
State of Indiana, when I was a representative of the State Mental 
Association in Indianapolis, the census there was about 2.100 and, at 
that time, we got going on a coimnunity health center, and the popula- 
tion of the State hospitals is now down to 900. I think there is a cor- 
relation. 

It seems to me the logic of the whole program would be that, if these 
experiences that I have cited from California and Indiana were dupli- 
cated throughout the country and if Federal funding for new cen- 
tei-s were to be continuously made available, we wouldoc on the right 
track and, in the long run, be serving the health interests of the coun- 
try. 

I think we are cliasing a myth when we say, "If we reduce the Fed- 
eral role, we will be giving the incentive to the States." My own State 
of Indiana, it seems to me. leads to the opposite conclusion. This reso- 
lution was forwarded from the State of Indiana to the Congress, 
memorializing us about the comnnuiity mental health centers. Then 
States senators indicate there are other centers that might be com- 
pleted but they ciin't do it without this funding. They have only seven 
or eight that arc going now. 
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Just this year, for the fifth or sixth time in a row, the State of In- 
diana voted down a 2-eent tax on cigarettes to help with the mental 
health program—or 1^/^ cents or whatever. 

I would question whether it is accurate to say that, as we diminish 
the Federal role, the State will receive an incentive. I think it will be a 
disincentive. 

Dr. ZAPP. I would have to look at Indiana. I would say their choice 
was not that they couldn't; they would choose not to. I can hardly 
believe a State, in a situation like this, would not choose to have a con- 
tinued program without Federal assistance. I am sajj'ing the proposed 
switch, from the administration's standpoint, to assistance to individ- 
uals, does not mean that the States won't meet the responsibility. 
We think thej' will. We think it would be, vou might say. very poor 
poker, from their standpoint, at a time wlicn it is pending before 
Congress, to say, "Well, if the Federal Government doesn't complete 
our network of 32 centers, we will do it ourselves."' I would anticipate 
this is the type of thing we would get from the States. 

But we firmly believe the validit}' of the concept has been jiroven. 
The basis for the community support, the fact your program got in- 
volved and started 15 years ago and not 8 years ago, when the first 
grants were made under the act, indicates there is a residual feeling 
in the State. 

Mr. HuDXUT. Our program started 8 years ago. I mentioned that 
California, according to the information I have, started about 15 years 
ago. 

It is a question of value judgment. We are involved in this continu- 
ally in the committee. There is evidence there is a dilferencc in the 
evaluations and judgments made. I am not trying to set up an adver- 
sary relationship, csi)ecially between the Republicans, the minority, 
and you, but I feel the way you have evaluated this program, if it is 
successful, we would save money if we spent some money on this 
program. 

Dr. ZAPP. We feel the money will be expended perhaps at a more un- 
even rate. I would point out Congress itself has switched tlie outlay 
process within HEW heavier and heavier to the individual in all ap- 
propriations. 

Mr. HcDNUT. I am a freshman and don't have the vast accumulated 
experience represented to my right down the table here, but do you 
think Congress, when it set up the act back 10 years ago. made any 
kind of a moral commitment to the mental health progiam in the 
United States or to the mentally ill people to proceed with this to a 
successful conclusion rather than to go about one-third of the way and 
leaves two-thirds of it undone? 

It seems to me the Congress, in setting this up originally in 196,3 and 
then amending the act several times since then, while it was intended 
originally that such assistance be limited inscope and brief in dura- 
tion, nevei'theless it was intended we do the job, move from one center 
that was on its feet, move to another catchment area and stai't there, 
until we worked our way through. 

Dr. ZAPP. Between that time and now. Congress has done a number 
of other things—Medicaid, Medicare, and proposed national health in- 
surance. There is a changed outlay of funds into assistance to individ- 
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nals. Congress has reevaluatcd and changed its jiosition along the 
way or placed heavier emphasis. We are saying there are only certain 
funds available. 

Mr. ROGERS. Except for this: You have put in $600 million more 
than you are going to spend for 8 years. 

Dr. ZAPP. I am pleased you brought that up. I was afraid the record 
would show that we were proposing an outlay. That is not the case. 
We are saying: While the authority is available, we are proposing it 
expire June 30, this year. We want to request all the funds to meet the 
commitments for the next 8 years. 

Mr. I{(X5ERS. Do you do that in other programs? The Defense De- 
partment doesn't do that; they don't get funds for 8 years. 

Dr. ZAPP. Mr. Chairman, the Department of Defense may not have 
the type of legislative authority we have. 

Mr. ROGERS. Nor does HEW. 
Dr. ZAPP. For the first time, I would hope, refreshingly, the execu- 

tive branch and the congressional branch will join us in some of these 
and begin to evaluate the continuation of programs. There has not 
been a good legislative history across the board of looking at programs 
and saying, '"Maybe we should see if our Federal progi'am is com- 
pleted: maybe we should shift emphasis." 

Mr. ROGERS. We are looking at this. We are saying: You won't give 
us any evidence of what led to the judgment you made. You say, "We 
think." W^e are asking for your evidence and might agree with yon, 
but you don't give us any evidence. 

Dr. ZAPP. There is evidence available based on what has occurred in 
the field. 

Mr. ROGERS. That is what the committee is judging on. 
Dr. ZAPP. We would be pleased to provide that in detail for the com- 

mittee. We are talking prosiJectively of what would happen. That 
would take every assemblyman and senator  

Mr. ROGERS. You would have to go to those 78 or the others starting 
out and say, "How will you proceed? How will you get your money?" 
It is simple—a few t^^lephone calls. 

Dr. ZAPP [continuing]. I think it is more complex. 
Mr. ROGERS. Even that would be helpful to the committee. 
Dr. Roy. 
Mr. ROT. I keep hearing you make two diametrically opposite ar^i- 

ments. You stated to Mr. Hudnut that it is the Congi-ess itself which 
developed open-ended assistance to the individual. You know and I 
know that this has a great deal to do with the $3.5 million increase in 
HEW's budget  

Dr. ZAPP. It is more than  
Mr. ROY [continuing]. Let me finish. This is the imcontrollables. 
Dr. ZAPP. That is right. 
Mr. ROT. Then you say that this great administration has adoptx»d 

the wonderful policy of giving increased assistance to individuals so 
they will have greater access to the system. But if the Congress does 
that, you say that we destroy the system. I understand what you say, 
but I don't understand your reasoning. 

Dr. ZAPP. I would like to respond to that. I am pleased with your 
recognition as indicated by your prefix to the administration. 
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We are saying: It is no longer an appropriate Federal role to con- 
tinue developing the system. We are meeting our commitments and 
that is why we liavc asked for the money in 1974. 

Mr. ROGERS. You have already approved several applications. You 
said they are right, they qualify and they are legal. Are there 78, or 
130? 

Dr. ZAPP. We have 78 approved but unfunded applications; there 
are 130 centers with construction grants but not staffing. 

Mr. ROY. The argument is: "We have a number of uncontrollable 
programs, the Congress played a role in creating these uncontroUables, 
and we will, and should have, more uncontroUables because the major 
priority is to give assistance to the individual so they will have greater 
access to the health care ?" 

Dr. ZAPP. I am saying this is a trend both the executive branch and 
legislative branch are proceeding on. This does not eliminate the role 
we think is important for the Federal Government. 

Mr. ROY. I fully agree we have to remove cost as a barrier to access 
to health care. But as we do this, we are going to have to have a sys- 
tem of health care that can provide health services efficiently. 

I would suggest to you that comprehensive mental health centers are 
a part of this system. Yet you come in and say, "Let's tear down the 
system." I imdei-stand why you do tliat. You do it because of tlie 
tremendous pressure of costs. Under that pressure, you are making 
pennj'wise and pound-foolish decisions one after the other. This is 
what troubles me. 

Dr. ZAPP. I would take exception to "tearing down the system." "To 
tear down" would indicate we are withdrawing support from some- 
thing we started. All the community mental health centei-s given as- 
sistance, whether in the first years or the last—— 

Mr. ROY. If you don't like it that wa3% let us say: "the failure to 
build a system." 

Dr. ZAPP. The failure to initiate new components of the system on a 
Federal level. 

Mr. ROY. WC are going to have a greater need for this system next 
j'ear and the year following than any time before, is that correct ? 

Dr. ZAPP. I would think the need for the system was greatest when 
it started. The need for the system to continue to develop is something 
we would agree with. AVe disagree, with the limited resources the Fed- 
eral Government has, to have its involvement for staffing and construc- 
tion as it liad previously. 

Mr. ROY. Will national health insurance result in an increased bur- 
den on the system ? 

Dr. ZAPP. It will result in an increased financial outlay. I think ulti- 
mately it will be an increased burden. 

Mr. ROY. But you say, "Let's not build the system; let's discontinue 
building the system," or "Let's have somebody we don't know"—as 
Chairman Rogers pointed out so well—"Let's have somebody out 
there, some vague group, locally or in the State, take up the respon- 
sibility, which we previously assumed, to build the system. Why? 
Because we think they will." 

Dr. ZAPP. We think they will. 
Mr. ROY. You may not like my language, but let's not skip around 
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the point. You don't know who will do it or whether it is going to be 
done ? 

Dr. ZAFP. We can't give a commitment as to what will happen in each 
State. We can give some information, and I ofTered to provide for the 
committee • 

Mr. ROY. But the past experience: Has it been done ? 
Dr. ZAPP. I offered to provide that in detail for the record. We think 

local and State assistance and private resources assistance has been 
major and has aided the centers. We think 35 States have legislatively 
moved in this area. 

Mr. HEINZ. Would you yield ? 
Mr. ROY. Yes. 
Mr. HEIXZ. The gentleman is pursuing a very important point. It is 

m}^ hope the Congress will have a debate and a bill passed and signed 
in national health insurance one of these days. Whether it is in this 
Congress or another Congress, I certainly can t predict, but it would be 
a shame if, in that national health insurance legislation, the argument 
was made that we would have to cut out covei'age of mental health be- 
cause there was inadequate mental health care deliver}' systems avail- 
able to supply it. 

I think the debate we are having here with you goes far beyond the 
dollars and cents. It goes to the future and the kind of national health 
insurance that we are going to have in this country at some future 
date. Hopefully, that future date is not too far away. 

I thank you gentlemen for yielding. 
Mr. ROY. Thank you for your remarks. 
Just for the record, so I don't deceive myself by finding out I know 

something you don't know, can you give us the approximate total ex- 
penditures for liealth care in this country, say 10 or 12 years ago, ver- 
sus what they are now? Pick your year—1960, 1965, versus 19Y2. 

Dr. ZAPP. We are in the $80 billions now, and I suppose 10 years ago 
we were probably half of that. We are up over 7 percent of the gross 
national product; we increase approximately 1 percent of the GNP 
for health care each year. 

Mr. ROY. One figure is that we spent 25.9—let us say $26 billion in 
the 1960"s; last year, as you said, it was in the 80's. That is a threefold 
increase. Last year increased how much from the previous year? 

Dr. ZAPP. The expenditures? 
Mr. ROY. Yes. 
Dr. ZAPP. Roughly, an $8 billion increase in health cai-e in the coun- 

try. 
Mr. ROY. It amounted to 10.8 percent; is that compatible with your 

information ? 
Dr. ZLAPV. Yes. 
Mr. ROY. Why do we have these increased expenditures on health 

care ? 
Di\ ZAPP. For a variety of reasons, certainly one of which we are 

both concerned about; that is, the inflationary cycle that has occurred 
in health care. If we take the previous time in the 1960's, when per 
capita expenditures went from  

Mr. ROY. Last year, we had phase II which was somewhat success- 
ful in the general economy in the controlling of inflation, and yet we 
had ever a 10-percent increase in health services? 
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Dr. ZAPP. If you would permit me to develop this, in the 1960's, wlien 
you started out with a per capita expense or $124 per individual, by 
the end of the 1960"s it was $300. Sixty percent was inflation, and only 
40 percent was increased quality or quantity of health care deli^-ered. 
That was so much above the CPI or any other index that existed. 

What we have found now, pliase II and the fact we selected the 
health indiistT'y-, which should have phase I or II controls, is: They 
begin to retarcl this growth to sometliing closer but not apjjroximat- 
ing the growth of the inflation in the balance of the economy. 

Nobody would make a case the inflationary base has been held stable, 
but the rate of increase has been retarded. It is the type of thing that is 
very long range. It has to do with the unoccupied hospital beds in the 
country and other variations. A few measurable things, such as ])hysi- 
cian fees, that are easy to control—those areas have been positive. 

The other area causing the great increase besides inflation is the Fed- 
eral programs, the empro3'er-employee negotiated programs that con- 
tinue to give benefits to the balance of the familj' as opposed to start- 
ing out just for the employee; all have a cumulative efl'ect. There are 
more facilities available, an increased awareness by the individual of 
what pi-eventive services mean; hopefnil}', more people see their doc- 
toi-s before accidents or illnesses. 

Mr. ROY. The increased access the Congress brought about in medi- 
care and medicaid—did that have something to do with the increase? 

Dr. ZAPP. There is no question it did. 
Mr. EoY. You see what is really behind all this in addition to the 

things we have discussed; do you have any other factoi-s you think are 
behind this? May I suggest the increase in the intensity of care, the 
amount of scientific know-how, the technological ability we have de- 
veloped. 

Dr. ZAPP. There is no question, as we become more sophisticated in 
the biomedical ends, we are able to give people more comprehensive 
treatment; and you know, as j'ou develop your techniques for trans- 
plantation and open-heart surgery and other new skills, the high cost 
per illness is inevitable. People tend to live longer in those kinds of 
either chronic or very acute situations. That all adds to the health 
care experience. 

Mr. ROT. Having examined briefly what you and I know to be the 
increases of the cost of health care, the fact it is rising twice as fast in 
cost as the general increase in the gross national product, doesn't it ap- 
pear reasonable that we should build our health care system and that 
we should control, as much as possible, the scientific and teclmological 
changes within the health care system ? 

I am suggesting, for example: Doesn't it appear that it is expensive 
to duplicate facilities, it is expensive to treat people with inappro- 
priate facilities and inappropriate personnel? Isn t it logical to do 
some of the things we have discussed ? 

Dr. ZAPP. I would think so. I would like you to enumerate on con- 
trolling the technique in scientific involvement. 

Mr. ROY. We cannot do all things for all people at all places as far 
as the delivery of health care. We have to select carefully, to make sure 
that regional centers do reach the population and not duplicate and, at 
the same time, make sure we have proper personnel to give the service. 
Do you agree ? 
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Dr. ZAPP. We would be in substantial agreement on that statement. 
Mr. ROY. I think we have wide areas of agreement. The thing that 

troubles me is what I see is under this tremendous pressure of costs; 
I know it is there and you know it is there; yet the administration is 
being very shortsighted and saying, "We are going to do little or 
nothing aoout building the system; we are going to remove Federal 
dollars not only here but from the system generally. We are going to 
put little or no money into increased comprehensive health plannmg. 
We will take away the technical assistance available in regional medi- 
cal programs. We will take away any number of things." Which adds 
up to a retreat of this administration from building the health care 
system and the growth of the health care system. The very factors most 
responsible for cost. 

My feeling is that national health insurance is not the No. 1 prior- 
ity. If we go to that now, it will be like throwing a bucket of gasoline on 
a fire. You are dismantling the fire department, firing the firemen, 
taking away the trucks, and this inflation goes on and on. 

This is the reason I say, with total conviction, that it least as far as 
you have demonstrated to date that this administration has no policy. I 
has a bunch of accounants, businessmen, and industrialists looking at 
an emergency situation where we are spending too much money on 
health and saying, "Cut out the community mental health centers. We 
won't do a thing to control the uncontrollables—in other words, the 
inflation of costs in the Federal health delivery financing programs, 
the uncontrollables of Medicare and Medicaid—and that has an effect 
on the Federal budget." 

I go into this because I think it is pertinent to what we are talking 
about here today. We will be talking of it in the future and have talked 
about it in the past, to try to demonstrate to you we have wide areas of 
agreement. 

Somebody in 0MB or whoever is left in the White House, is making 
absolutely totally absurd decisions that you, out of conviction or for 
other reasons, are coming up here trying to impose upon us. 

Dr. ZAPP. Mr. Roy, I first of all would say I think we have wide areas 
of agreement as we assess the system; we have wide areas of agreement 
in the interpretation of what the administration is proposing as part 
of its health strategy. I don't think we are tearing down the nrehouse; 
I think we may say a simple firehouse has been built and, whether we 
need to build one in each of the suburban housing developments, one 
may get built whether we do it or not. 

Mr. Roy. We are going to HMO's, and I have a paper in which 
HEW says we can save probably $20 million by the establishment of 
HMO's. Under the fine scalpel of a surgeon named Todd and the urg- 
ing of the Whit© House, the administration has reversed its position 
in 1972, which Dr. Todd then bragged about. Todd went to the White 
House and said he couldn't get millions of dollars from physicians if 
we had HMO, an assistance program. HEW documented HMOs 
would save money, but this administration changed its policy based 
on other considerations. 

Dr. ZAPP. We were before this committee with Undersecretary Car- 
lucci some weeks ago in what you may call a redefinition of our HMO 
position. If you feel we are saying something different, yes, we are 
stating it should be. As I recall, he was highly complimented by the 
chairman for that different definition. 

ai-S3S O - 7S - 3 
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We stated, for the purposes of HMO's: We feel a 5-year demonstra- 
tion project is appropriate. We feel the Federal role may differ a lit- 
tle on a substantive basis from wliat the committee may be selecting at 
this time. We feel perhaps we had oversold oui-sel ves in the past. Dollar 
levels are the same, what we were proposing in fiscal 1974, if the HMO 
Act was the same as it would have been last year. 

We made some changes—that we should preempt State laws, and 
some other issues. We don't think it should be subsidized. That gets 
back to the point you made about assistance. 

Mr. ROY. I feel totally they should stand on their merits and be com- 
petitive. I have no problems with that. I have problems with this 
baloney approach, of taking a slice here, a slice there. Of backing away 
from all the existing programs, from the HMO programs, from aft 
proposed programs, from other programs within HEW. 

I agree these thinge need to be looked at. I know the problems with 
RMP. I know all these problems. But I find, when you analyze the 
thing, it is a shrinking programmatic approach to overwhelming prob- 
lems. We both spent our lives as health professionals, and we are 
greatly concerned that the people of this country get health care at a 
price they can pay. They can't get it now because Mr. Nelsen's medical 
school doesn't get enougli money to train personnel. They can't get it 
now because they don't have enough appropriate places to give it, com- 
munity mental health centers and so on. And cc«ts will be so great in 
the future.if we go to national health insurance without doing some- 
thing about the system; we will have exactly what you argue against— 
arbitrary, centralized controls. These are present right now in the Cost 
of Living Council, which is saying, in essence, to our health care pro- 
viders: Regardless of what your costs are, you increase your fees or 
charges only by, say, 2.5 percent or some nonsensical figure like that, 
and then we will make a dozen exceptions and have red tape up to our 
ears. 

This is where we will have an arbitrary, centralized control of the 
health system done by accountants who are totally unable to look at 
our problems and proceed with Federal assistance to solve those prob- 
lems. It is something I can almost get emotional about. 

Dr. ZAPP. I could almost get emotional about responding on some of 
those comments. I am not sure what length the Chair would desire that 
we go into it. I will be before the committee tomorrow, discussing that 
issue. I would want the record to show I would take objection to some 
of those statements. 

Mr. ROY. Your actions speak very clearly. I think there has been a 
saying by a former Attorney General, "Watch what we do, not what 
we say." 

Mr. ROGERS. That is inoperative now. 
Thank you for being here. We appreciate your testimony. You are 

always trying to give the viewpoint of the administration, no matter 
what it might be, and let each committee member give his. 

Dr. ZAPP. I know, when we have a full morning like this, we have 
many things of interest to discuss. 

Mr. ROGERS. Thank you. You are very helpful, and we appreciate 
your good work. 

[Testimony resumes on p. 36.] 
[The following c(uestions from Congressman Symington and HEW's 

answers were received for the record f] 
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PERCENTAGE OF STATE POPUUTION LIVING WITHIN FUNDED CATCHMENT AREAS 

Parcant State 
Number of   population covarad 

fundad canters by canteri 

Ragion I: 
Connecticut  
Miina  
Massachusetts  
New Hampshire  
Rhode Island  
Vermont  

Recion II: 
New Jersey  
New York  
Puerto Rico  
Virgin Islands  

Region III: 
Delaware  
District of Columbia. 
Maryland  
Pennsylvania  
Virginia.  
West Virginia  

Region IV: 
Alabama  
Florida  
Georgia  
Kentucky  
Mississippi  
North Carolina  
South Carolina  
Tennessee  

Region V: 
Illinois  
Indiana  
Michigan..  
Minnesota  
Ohio  
Wisconsin  

Region VI: 
Arkansas  
Louisiana  
New Mexico  
Oklahoma  
Texas  

Region VII: 
Iowa  
Kansas  
Missouri  
Nebraska  

Ragion VIII: 
Colorado  
Montana  
North Dakota  
South Dakota  
Utah  
Wyoming  

Region IX: 
American Samoa  
AriBina  
California  
Guam  
Hawaii  
Nevada  
Trust territory  

Region X: 
Alaska  
Idaho  
Oregon  
Wisnington  

24. S 

Si 
t.l 

49.1 

an.? 
IMLO 
SL4 
47.1 
a4 
«.t 
»L4 

5IL4 

S:S 
42.t 

14.S 
1B.I 
&0 
11.7 
2L4 
«.« 
a.1 
SI 

».! 
72.1 
B.I 
«.• 
•7.1 

P 
44.1 

54.7 
30.3 

10.4 
74. a 

Quention No. 8. What ia your ettimate of the number of people in need of 
CMHC tervicegf 

Answer. The community mental health center program Is designed to provide 
community based mental health services to all those who need them. While it Is 
difficult to arrive at precise figures of need, it is generally estimated that some 
10 percent of the population is in need of some form of mental health care. Not 
all these people, however, seeli mental health care. The community based ap- 
proach to mental health service delivery promotes early and effective Interven- 
tion, enabling iieople to seek care close to home. 
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Quettion No. S. What is your estimate of people now served hy CMHCst 
Answer. Some 76 million people now live in areas covered by funded community 

mental health centers, though not all funded centers are yet operational. Some 
700,000 people received care at the 290 operating community mental health cen- 
ters during 1971. In addition, many other people were reached through the 
CMHCs indirect services of community consultation and education. 

Question No. i. If this Federal program is discontinued, may federally funded 
centers be used for other purposes? For example, if an institution has been 
awarded a CMHC construction grant—but now has little prospect of a staffing 
grant—may the building construction be used for other medical purposesf 

Answer. Discontinuation of the program will not release applicants from their 
obligation to provide mental health services. According to law, (P.L. 88-164), 
community mental health centers constructed with Federal assistance are re- 
quired to provide mental health services for a period of twenty years after com- 
pletion of the facility. This is so whether or not subsequent staffing grant sup- 
port becomes available. The unavailability of staffing grant funds is not regarded 
as sufficient cause for releasing an applicant from the obligation to provide 
mental health services. 

Question No. 5. If not, how are centers constructed by Federal funds to be 
staffed f 

Answer. Staffing grant support provides only a percentage of total staffing costs 
of a community mental health center. Further, the percentage of Federal sap- 
port declines over time. Thus, community mental health centers, even those 
with staffing grant support, have had to seek additional sources of revenue to 
operate their programs. Nationwide, staffing grants provide only some 27 percent 
of community mental health center budgets. State and local funds, insurance and 
other third party payments, patient fees and philanthropy have contributed to 
community mental health center budgets. In the absence of staffing grant support, 
non-Federal sources of funds will be required to staff and operate community 
mental health centers. 

Question No. 6. What is your cost estimate of staffing a CMHC serving a 
catchment area of 200,000 people? 

Answer. While there is some difference between rural and urban community 
mental health centers in this regard, on average, the cost of staffing a com- 
munity mental health center serving a catchment area of 200,000 people is ap- 
proximately one million dollars. 

Question No. 7. Should CMHCs in rural areas be required to provide transpor- 
tation service to those desiring to utiUze the center's services? 

Answer. No. Centers In rural areas have been innovative In the development 
of techniques to deliver mental health services (traveling teams, satellite units, 
closed circuit TV, consultation with commtinity caregivers) in order to reach 
those persons in need of mental health care. In certain Instances, providing trans- 
portation may be an appropriate method, but our experience indicates that it Is 
not neecssary to require it in order to deliver effective mental health services in 
rural areas. 

Question No. 8. Should CMHCs in urban areas be required to provide outpatient 
services at niffht and on weekends? What percentage now provide such services? 

Answer. The provision of accessible outpatient care is an essential aspect of 
CMHC service delivery. About half of the operating CMHCs now provide out- 
patient service, nights and weekends. We are considering the requirement that 
all CMHCs, in rural as well as urban areas, provide a portion of their outpatient 
time on nights and weekends. 

Question No. 9. Please summarize the findings of the $91,000 contract with 
New York State's Department of Mental Hygiene. This is contract number 
HSM-2i-72-SS and the project officer is Dr. Morton Kramer. To what degree 
were residents receiving mental health care in the given catchment areas? 

Answer. NIMH Evaluation Stud.v HSM-42-T2-53 with the New York State 
Department of Mental Hygiene was designed to provide an indepth stiidy of pat- 
terns of mental health service utilization b.v residents of one catchment area 
only. The study found a significant decrease between 1971 and 1972 in inpatient 
admissions of catchment area residents (—16%). regardless of the location of 
the facility. At the same time, of those catchment area residents actually ad- 
mitted to inimtlent care, the percentage treated by the CMHC increased from 
38.4% to 49.7%. 

Overall, of residents admitted to all kinds of mental health services, almnt 
70% were served by facilities located Inside the catchment area. Of the persons 
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receiving care within the catchment area, over 50% received care at the CMHC. 
The summary findings were that the CMHC played a substantial role in the 

provision of services to residents of its catchment area, and the majority ot 
catchment area residents served received treatment in the catchment area. Re- 
ferral of clients to the Center was found to be Inhibited by a number of factors, 
principally, waiting lists, cultural homogeneity of Center staff, insufficient Cen- 
ter contact with the referring agency, and client reluctance to be treated In a 
Center set in a large city hospital. 

Quvition No. 10. Please summarize the findings of the $100,000 contract with 
A. D. Little studying the viabilitp of the catchment area cmcept. This was con- 
tract number NlitII-OPPE-72-90 and the project officer teas Paul Ahmed. 

Answer. In 1972, a contract was awarded to A. D. Little, Inc. to evaluate the 
viability of the catchment area concept. The specific objectives of the study are: 

(a) Determine whether the catchment area concept has led to useful and 
realistic boundaries, or has interfered with with the efficient delivery of services. 

(b) Determine whether the concept has helped or hindered the integration of 
mental health and other human services. 

(c) Determine whether the intent of the regulations to insure that CMHC's 
take responsibility for serving the mental health needs of a specified population 
has been followed. 

(d) Determine the reasons why persons from a given catchment area might 
utilize the CMHC of a different catchment area. 

The study Is still In process. The contractor has finished analysis of Internal 
documents such as grrant applications, site visit reports, and others. Preliminary 
analysis Indicates that the catchment area concept has facilitated the planning 
of community programs. The field work is awaiting OMB clearance, and will be 
started as soon as the clearance is received. 

Question No. II. Please summarize the findings of your $75,000 study with 
Littlejohn Associates to determine the effects the 1970 amendments had in help- 
ing to service the poor in catchment areas. This was contract number HSM-42- 
72-89 and the project officer was Dr. Ralph Kennedy. 

Answer. A study of the impact of preferential poverty funding, provided under 
1970 amendments to CMHC legislation, was commissioned to Roy Littlejohn 
Associates in 1972. The final report on the study has just been received, and 
points to the following conclusions: 

(a) Programs In service outreach to the poor in designated Centers were gen- 
erally strengthened by the award of preferential funds. The effect of being desig- 
nated a "poverty center" was frequently reported by CMHC's as more significant 
than the preferential funds themselves. Such designations enabled CMHC's to 
obtain other funds for programs like alcohol and drug abuse. 

(b) The "Small City Group" Centers reported the greatest number of changes 
in program configuration and in services due to poverty funding, and this tended 
to be reflected In the staffing of new satellite service units In outlying areas. 
(These Centers, mostly hospital based, started with minimal services for the 
poor.) Rural CMHC's reported the greatest number of changes in staffing. In 
metropolitan centers, poverty funds did not have measurable effects because of 
funding complexities and size, and they did not report many changes attribu- 
tahle to poverty funding. 

Question No. 12. Please summarize the findings of your $100,000 study with 
Behavior Science Corporation regarding the effectiveness of CMHC as school 
consultants. What effect have CMHC personnel had as school consultants. This 
was contract number HSIM-42-72-110 and Paul Ahmed. 

Answer. A contract was awarded In 1972 to the Behavior Science Corporation 
to assess the Impact of school consultation programs in CMHC's. Although the 
field work Is finished, the final report Is not yet complete. The tentative conclu- 
sions of the study are: 

(a) Mental health consultants need more training In the educational process 
and in advising on the problems of guidance counsellors and principals. 

(b) School counsellors and guidance personnel are not adequately trained 
for mental health counseling. Counsellors need more training in dealing with 
children with mental health problems. 

(c) Mental health consultants, often paraprofessionals, similarly are un- 
trained. NIMH needs to provide the specific tools to train them as school 
consultants. 
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Quettion No. IS. Please gummarize the findings of your $S5,000 contract with 
the Bureau of Census regarding shifts in Mental Health Services' Financing by 
state and local governments. To what extent have states picked up the financial 
burdenf Please provide a state by state breakdown of state financial support for 
CMHCs. The project officer on this contract or intragovcrnment agreement was 
Maggie Conwell. 

Answer. In 1972, the Bureau of the Census agreed to trace, as nearly as poe- 
sihle, the trends in which various mental health activities are supported finan- 
cially over a period of time, whether by State, Federal, or State-local revenues. 
The sur\'ey is of limited help, since Census found that the accounting systems In 
the ten states surveyed were not capable of identif.ving funds by source at major 
points of transfer. The sparse data available .vielded few reliable conclusions. 
Generally, while the absolute amount of Federal support for mental health serv- 
ices increased between 1970 and 1971, the amount of State and local funding in- 
creased even more. Federal funrLs are now u.sed by States primarily for psychiatric 
ho.spital services and secondarily for community mental health .services. 

The attached data, based on CMIIC rejwrts for 1971 In the NIMH Inventory 
of Community Mental Health Services, shows the relative support of Federal, 
State, and other Government funds for CMHCs. 
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Quettion No. H. Please summarize the flndinga of your $91,000 contract tcith 
the University of North Carolina. What impact evaluation methodology was de- 
veloped? What methodology is most effective in measuring the worth of catch- 
ment areas and CMHCst This was contract number HSiS-JiZ-lZ-120 and the 
project officer was Dr. Morton Kramer. 

Answer. Contract#HSM-42-72-]20 was awarded to the University of North 
Carolina to conduct a planning study to determine the feasibility of designing 
and implementing an evaluation protocol which would provide an integrated 
assessment of the impact of a CMHC program on the population of the catch- 
ment area where the center is located, on the persons who receive direct services 
from the center and on the organizational structure of the community. The con- 
tract was funded for one year with an expected termination date of May 25, 
1973. Because of the complexity of the issues being addressed, the terminal date 
of the contract was extended, with no additional funding, to September 30, 1973, 
to permit the Task Forces (described below) to have sufficient time to carry out 
their work in a thorough and careful manner. 

To Implement this contract, the Project Director established three Task 
Forces: community organization, population asses.sment and services evaluation, 
consisting of 30 high-level people selected from various departments of the Uni- 
versity and from the North Carolina State Department of Mental Health. Each 
Task Force reviewed the literature of relevant fields and met with evaluators 
from various parts of the U.S. to learn of methods and techniques not yet 
published. 

The Task Forces have utilized the Information so gained to prepare recom- 
mendations for studies to be carried out and techniques to be used. The Steering 
Committee of the project Is currently studying the following methodologies, and 
will develop formal procedures for their implementation In a Final Report to be 
submitted to the NIMH in September 1973: 

1. Methods for the assessment of the Internal structure and external (Inter- 
organlzational) relationships of CMHC's as these relate to the effectiveness of 
services rendered, as well as the coordination and integration of mental health 
with other human service delivery systems. 

2. Measures of treatment effectiveness of the various program elements en- 
gaged in direct clinical services which involve assessment of client performance 
(In terms of social, societal, Intra- and interpersonal functioning) prior to and 
after receipt of services including follow-up in the community. 

3. Methods for assessing need for mental health services: 
a. as measured directly in the general population by way of epidemlologlcal 

techniques and 
b. as measured indirectly among the caseload of the mental health center and 

its referral sources through the use of appropriate criteria whereby the extent 
to which current professional standards of treatment are followed in the man- 
agement of selected clinical conditions. 

4. Methods for determining the quality and effectiveness of mental health 
consultation services in terms of changes produced for the consultee and the 
client. 

In addition, the current state of the art in cost-effectiveness methods is under 
review, and the contractor exp«>cts to Incorporate such procedures in the protocol 
during the course of the field demonstration as specific methods are developed 
and as funds are available for this activity. 

The two questions raised by Mr. Symington—namel.v, what impact method- 
ology was developed and which methodology is most effective in measuring the 
worth of the catchment areas and the CMHC'.s—cannot be answered at this time 
through this project. This project is a feasibility study designed to determine 
the extent to which exi.sting knowledge can be applied to accomplish the stated 
objectives of this project. As indicated, the focus was to review the available 
methodologies and measurement techniques and to determine which appear to 
be the most promising for the stated purposes. The contractor will then develop 
protocols for an Integrated evaluation plan and an organizational structure for 
implementing it. The various protocols in the plan will require field testing In 
one or more ongoing CMHC's. Since no actual program evaluations were sched- 
uled for completion during the period for which this contract wa.^ awarded, 
judgments with re.spect to the relevant merit of the proposed methodologies 
must await these field demonstrations. 

Mr. ROGERS. WO now linve a distinpuishod panel we would like 
to hear, Mr. Jonas Morris from the community mental health centers, 
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Washington, D.C.; Dr. John Carvpr, director of the Mental Health— 
Mental Retardation Authority of Harris County, Houston, Tex.; Mr. 
Elmer Ediger of the Prairie View ^fental Health Center. Newton, 
Kans.; and Dr. Herbert Diamond, medical director. West Philadel- 
phia Community Mental Health Consortium, Pa. 

STATEMENTS OF A PANEL REPRESENTING THE NATIONAL COTTN- 
CIL OF COMMUNITY MENTAL HEALTH CENTERS: JONAS V. MOR- 
RIS, EXECUTIVE DIRECTOR, NATIONAL COUNCIL OF COMMUNITY 
MENTAL HEALTH CENTERS; JOHN CARVER, PH. D., EXECUTIVE 
DIRECTOR, MENTAL HEALTH—MENTAL RETARDATION AUTHOR- 
ITY OF HARRIS COUNTY, HOUSTON, TEX.; ELMER EDIQER, AD- 
MINISTRATOR, PRAIRIE VIEW MENTAL HEALTH CENTER, NEW- 
TON, KANS.; AND DR. HERBERT DIAMOND, MEDICAL DIRECTOR, 
WEST PHILADELPHIA, PA. COMMUNITY MENTAL HEALTH CON- 
SORTIUM 

Mr. MORRIS. Mr. Chairman, my name is Jonas Morris, and I am 
executive director of the National Council of Community Mental 
Health Centers. We are glad to respond to the subcommittee's invita- 
tion to testify at these oversight hearings on tlie community mental 
health centers program. 

I have with me today three people who are involved in the day-to- 
day operation of community mental health centers and who will speak 
briefly about their programs after my own introductory remarks. 
They are: John Carver, Ph. D., director of the Harris County MH- 
MR Authority in Houston, Tex.: Elmer Ediger, administrator of the 
Prairie View MHC in Newton. Kans.; and Herbert Diamond, M.D., 
medical director of the West Philadelphia CMHC Consortium. 

I have a prepared statement that I would like to have inserted in 
its entirety m the record if it is agreeable with the subcommittee, Mr. 
Chairman, and I would like to take a few moments to summarize. 

Mr. RooKRS. Without objection, your statement will be made a part 
of the record following your summation. 

Mr. MORRIS. Since these are oversight hearings, we believe the most 
productive use of the subcommittee's time will b»e in asking us ques- 
tions. Therefore, we will keep our opening remarks very short. 

Page 2 of our testimony speaks to the program of the national coun- 
cil, what it is that we do for our members or plan to do as our ca- 
pacity grows. One of the principal responsibilities of the council, as 
we point out, is to develop a system that insures to the fullest extent 
possible that the CAHIC program is as good as possible. This means 
delivering effective mental health services for as low a cost as possible 
and delivering services that are responsive to the needs and the wishes 
of the community served. 

And linked to the issue of adequate monitoring and accountability 
of federally funded programs is the need for effective evaluation, to 
which NCCMHC is also devoting considerable energy. 

On page 3 we discuss the issue of funding ClSfHC's and the alterna- 
tives to the existing categorical grant programs. We are not wedded 
to the concept of categorical grants, but existing alternatives, such as 
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medicaid and medicare, now provide only a small proportion of the 
income to centers—i percent and 2 percent, respectively. 

Wliile centers could undoubtedly take greater advantage of these 
programs than they currently do, we know there are barriers to using 
them effectively as a financial resources. We also know, as we de- 
scribe, that it will be difficult to raise on a local basis the additional 
dollars necessary to replace Federal dollars. 

On page 6 and following pages we speak to the question of the suc- 
cess of tiie program; and here, as I know you are aware, there is no 
dispute. The administration agrees that the program has been a 
success. 

Our testimony runs down the myriad of problems centers are deal- 
ing with today—from drug abuse to alcoholism to children's prob- 
lems—and some of the ga|)s in service that would confront \is if the 
CMHC program were aborted at tliis time. 

On page 9 we talk about the changes that the national council would 
like to see in the CMHC program in order to strengthen it and im- 
prove it. We know the subcommittee is not considering substantive 
renewal of the act at this time, but we anticipate that at some point 
you will, so we bring these thoughts before you now. 

Mr. RooERS. And we will. 
Mr. MORRIS. Good. Finally, on pages 11 and 12, we speak to the 

need for developing new community mental health pro.<rrams. The 
original legislation established the Federal commitment of a national 
coverage of these services. Thus the program is not a demonstration 
program but one designed to insure that all Americans have access 
to community mental health services. We now have 389 operating 
community mental health programs, and we need a minimum of 1,500 
in order to provide full coverage. 

The initial investment required to launch a center is substantial, 
and experience shows that, in order to begin the kind of comprehen 
sive program required, we need the Federal input; States and lo- 
calities genorallv don't have this capacity. We refer to a study which 
shows that the Federal contribution makes a significant difference in 
launching new programs. 

We discuss on page 12. and include in the appendices, the number of 
centere which are developing toward a comprehensive model—pro- 
grams that more than likely will stay in the gestation stage unless 
Federal dollars are available. 

In response, Mr. Chairman, to some of the questions or issues 
brought up earlier, I would like to mention briefly the impoundment 
situation. We in our analysis of the continuing resolution under which 
DHEW is currently operating, find there is approximately $40 milHon 
available for new starts in fiscal 1973 which the administration is not 
using. 

Mr. ROGERS. HOW much ? 
Mr. MORRIS. $40 million, and we believe and hope some action will 

be taken to release these dollars. 
Mr. ROGERS. This is for new starts: 
Mr. MORRIS. This would be for new starts—not continuation money, 

but new starts. 
Also, with regard to revenue sharing, we have a brief summary here 

of material we have prepared that shows how our community mental 
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health centers are now using general revenue sharing dollars. We 
have this question of all the membere of the National Council and 
find the members do not have full access to these dollars because com- 
petition is so strong, and there are other problems. 

The general amount of revenue sharing dollars that becomes avail- 
able to centers is in the neighborhood of $2,000 to $3,000. Requests are 
in the neighborhood of $40,000 to $50,000. 

Also we surveyed our members with regard to what would be the 
effect of terminating the program, and I have this document I would 
like to submit for the record. 

Mr. ROGERS. Without objection, it will be made a part of the record. 
[See "General Revenue Sharing Funds Use by CMHC's," p. 47.] 
Mr. MORRIS. It shows the centers will have a very hard time. Those 

centers now operating will, at some point, have their dollars termi- 
nated, and programs that would like to get off the ground with the 
new staffing grant will have a very hard time accordmg to their own 
analysis of the situation. This is the kind of survey you were asking 
HEW witnesses for. 

Mr. ROGERS. Yes. 
[The testimony resumes on p. 70.] 
[The national council's prepared statement with attachments and 

the report on general revenue sharing, referred to, follow:] 

PREPARED STATEMENT OF A PANEL REPBESENTINO THE NATIONAL COUNCIL OF COM- 
MUNITY MENTAL HEALTH CENTERS : JONAS V. MORRIS, EXECCTIVE DIRECTOR, 
NCCMHC; JOHN CARVER, PH. D., EXECUTIVE DIRECTOR, HARRIS COUNTY 
MH-MR CENTER, HOUSTON, TEX. ; ELMER EDIOER, ADMINISTRATOR, PRAIRIE VIEW 
MENTAL HEALTH CENTER, NEWTON, KANS. ; AND HERBERT DIAMOND, M.D., DI- 
RECTOR, WEST PHILADELPHIA, PA. COMMUNITY MENTAL HEALTH CONSORTIUM 

Mr. Chairman, Members of the Subcommittee, we appreciate the opportunity 
to testify In connection with these oversight hearings on the community mental 
health centers program. 

The statement is presented on behalf of the National Council of Community 
Mental Health Centers, a nonprofit organization established in 1970 and repre- 
senting 283 agencies concerned with the delivery of community mental health 
services. 215 of these members are operating comprehensive community mental 
health programs, and 202 of them receive federal staffing assistance. Another 78 
are agencies aspiring to the comprehensive model or other agencies which do not 
offer services but are nevertheless deeply involved and committed to the com- 
munity mental health concept. 

We are speaking to you today, then, on behalf of professionals engaged in the 
delivery of mental health services through community programs. Our primary 
concern at this time is the uncertain future for the community mental health 
movement In light of the Administration's current position; especially the ques- 
tion of whether the concept will grow and be improved upon, or whether it will 
stagnate and retrench causing unnecessary suffering and human tragedy. 

Regardless of how the federal role vis a vis community mental health centers 
may develop, it is essential to ensure that the existing programs provide the 
best possible services to their communities. Thus, NCCMHC is always eager to 
explore possible deficiencies In the program with an eye toward its improvement. 

Since Its formation in 1970, NCCMHC has gradually expanded its own role in 
the area of technical assistance to encourage the Imnrovement and exnansion of 
community mental health services. We now provide technical assistance to devel- 
oping and existing programs through consultation services, educational work- 
sliops, and frequent other meetings which provide a forum for exchanging new 
Ideas. 

Over the last few years, the National Council has also been working increas- 
ingly with the National Institute of Mental Health to Improve regulation of the 
federal program. We are genuinely concerned that some community mental 
health centers are not living up to their potential. Much could be done to 
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strengthen the monitoring system and to provide assistance to those programs 
now failing short of tlieir goals or which have run into diiflcuUies for a varietj- 
of reasons. 

Linked to the question of adeqnate monitoring and accountability of federally 
funded programs, is the need for effective evaluation of services. 

NCCMHC is working with the Accreditation Council for Psychiatric Facilities 
on standards for community mental health centers, placing particular emphasis 
on the delivery by the centers of those services needed by their community. We 
need to devise methods to determine those needs effectively and to develop on- 
going performance criteria for CMHC's. AC/PF will proliably promulgate stand- 
ards for CMHC's within the next six months, and centers vrill have to meet the 
standards if they are to qualify for any private third-party payments for which 
they might be eligible. Unfortunately, though, souree.s of third-party payments— 
private or public—for CMHC's are extremely limited. 

We are thus fully aware of the difficulties facing many CMHC's, and of the 
shortfalls that have occ\irred in the federal program. Vet we firmly believe that 
without a federal role the task of expanding community mental health services 
in which we are engaged will become harder and harder. 

Our concern over tlie question of further funding for these centers is greatly 
heightened by the overwhelming lack of evidence and hard data in support of 
the claims now being made that third party paymentJ^, patient fees, and state and 
local governments can support the continued growth of the community mental 
health concept. Our own experience and knowledge of the situation points to 
just the opposite conclusion. It seems hishly unlikely that the.se alternative fund- 
ing sources can continue the existing services, let alone expand services to new 
communities. 

This is partly a question of timing. As yet, we have no system of national 
health insurance, and cannot realistically exi>ect such a system to go into effect 
for a minimum of three to four years. Governmental Insurance programs—Medi- 
care and Medicaid—are not at this time providing significant Income to com- 
munity mental health centers (1.7% and 3.9% of total center receipts respec- 
tively). In large part this is a result of inadequacies in coverage under Medic- 
aid in many states, restrictive laws in some stjites which prevent CMHC's from 
receiving any payments for services to Medicaid recipients, and the fact that 
although many center patients are unable to pay for all the services they receive 
from centers, they are not quite iwor enough to qualify for Medicaid. Patient 
fees are based on a sliding scale, and since 64.3 percent of those receiving serv- 
ices have family incomes below $5,000 and 91 jiercent have incomes below $10,000, 
patient fees constitute merely 8 percent of center receipt-s. 

States and localities now contribute a fairly significant amount to community 
mental health centers, but are finding it very diflicuU to substantially raise this 
assistance. Many localities are restricted by mill levies from increasing their 
mental health expenditures; states are faced now with the bunlen of carrying 
on the many health and social service programs which the federal government 
will no longer support, and provided with federal revenue sharing payments 
totalling less than the total amount needed for existing programs. Furthermore, 
states cannot be expected to act overnight to pick up these co.sts. Some legisla- 
tures meet only every other year for budget matters and have already ended 
their current sessions. Centers in these states cannot turn to the state for assist- 
ance l)efore 1975. when appropriations for FY 1976 will be made. This is no way 
to operate a responsive and resjionsible community program. 

Something, we submit, must be done to tide the centers over until such time 
as there is an alternative funding source (such as national health insurance) or 
until we can be absolutely sure that states and localities can indeed liear this 
burden. 

Revenue sharing has been termed the solution to this problem, but revenue 
sharing has the apiiearances of a red herring. No sr)ecial revenue sharing for 
hea'th is to be pronosed. nccording to HEW Secretary Weinberger, for some time, 
certainly not during FY 1974. General revenue sharing is now cited as a substi- 
tute for a whole range of service pn)gnims being phase<l out but Is being used 
for construction projects and other one-shot expenditures by states and localities 
which have come to doubt the depth of the federal government's commitment to 
financing state and local programs. According to an NCCMHC survey, only 22 
centers have received financial aid as a result of revenue sharing payments, one 
from a state agency the remaining 21 from localities. In most instances the 
amount of this assistance was not very high—less than $5,0(X). 
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The fact Is that states and localities, even with revenue sharing assistance, are 
nnable to support CMHC services at current levels. And no one in the Adminis- 
tration has yet come forth with sulistantial evidence to dispute this fact. 

NCCMHC Is certainly not unwilling to consider altemntives to the existing 
grant program, and indeed would lil<e to see many changes made in the current 
law. A year before the Presldeiifs FY 1974 budget was released XCCMHC 
adopted a recommendation that direct sen-ices of a community mental health 
center should be supported in the long term l)y national health insurance, while 
Indirect preventive, evaluation and research activities should be supported by 
the federal government under some continuing grant system which could, at the 
same time, ensure accountal>ility to national priorities and needs, as well as 
ensuring minimum standards for the operation of CMHC's. Finally, the 
NCCMHC position calls for short-term two year operating grants to encourage 
the development of new community mental health centers. 

This concept is entirely consistent with the Administration's own stated posi- 
tion calling for capacity building by the federal government, but removing sup- 
port for direct health care services into a system of national health insurance 
where the patient would be free to make his own choice in the market place. 

The Admini.stratlon, of course, has not denied the value of community mental 
health care nor the .successes of the existing federal program. Neither has it 
denied the seriou.sness of the need, nor the consequences of leaving untreated 
mental impairments and l)ehavIoraI and emotional disorders. 

Although we have provided data on the CMHC program to this Subcommittee 
before, we believe It Is important to remember that this Is one federal program 
which has achieved considerable success. We would therefore repeat here for 
the record some of the statistics which support our contention that we cannot 
afford to Ignore the pressing mental health needs by abandoning the federal 
commitment to community mental health centers : 

The resident population of state mental hosi)itaLs has been cut in half since 
1957—from 570,000 to 275,000 in 1972, in large measure as a result of the fed- 
eral program. 

Where a community mental health center has l)een operating for three years 
or more fewer than half as many patients (per thousand people In the catchment 
area) are referred to a state institution than from areas not served by a center. 

The costs of care are dramatically lower in community mental health centers 
than In large state institutions ($4,749 in institutions compared to ,$380 In cen- 
ters, per patient care episode), a direct result of the minimal use of Inpatient 
facilities by CMHC's. 

The average length of inpatient care provided by a center Is kept to a mini- 
mum—54 i)ercent of the centers report an average length of stay of under 20 days 
and 41 percent of under 14 days. (Long-term inpatient care is, of course, unde- 
sirable for most mental conditions.) 

Community care for the mentally ill has resulted In better care for the average 
American and for those who cannot afford the cost of private care, the federally 
funded community mental health centers program offers the major hope for 
effective treatment and perhaps the only alterrmtive to institutionalization. 

Community care enable the patient to remain in his community and to return 
more quickly to a fully productive life—potential savings of all persons had 
access to such care is in the billions of dollars. 

The federally funded community mental health centers treated approximately 
one million people In 1972. As a result of the accent on community care most of 
these people can expect to retiirn to normal and happy lives with their families, 
and the vast majority of them can continue to work and live at home while they 
receive care and attention from the center. Currently, it is estimated that some- 
thing like $20 billion is lost in productivity each year as a result of mental illness, 
over $4 billion of which is a direct loss of tax revenue. Yet maintaining the 
CMHC program need cost the federal government no more than $200 million per 
annum. 

The costs of mental illness and emotional problems are very often hidden. 
While the reduction In state mental institution resident patients and the .savings 
which accrue from this reduction are often cited, what is frequently forgotten 
Is that: 

Nine million Americans are problem drinkers or alcoholics, one-thini of all 
suicides, one-half of all homicides are alcohol related, and the number of alco- 
holics is rising year by year. 

35,000 highway deaths per year are related to alcohol abase. 
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It has been estimated that almost half of the crime perpetrated in America 
involves persons under the influence of alcohol. 

600,000 Americans are heroin addicts, a very large proportion of whom com- 
mit crimes in order to maintain their habits. 

Approximately half the calls to which the police respond Involve marital or 
family dilutes which could be more appropriately handled by a crisis inter- 
vention team of a community mental health center, enabling the police to con- 
centrate their resources on more serious crimes. 

The costs—in both federal, state and local tax dollars—of these problems Is 
enormous. To abandon our efforts (o reach the root causes, to leave the federally 
funded CMHC program half-formulated. Is a very unsound fiscal decision. 

Can the Federal government really abandon: 
The over 20 million of our citizens 05 years of age and older (a group espe- 

cially vulnerable to mental illness and at this time receiving proportionately less 
treatment and rehabilitation than any other group). 

The 10 million children in need of mental health services (particularly while 
the number of admissions to public mental hospitals of those under 2.5 is con- 
tinuing to rise). 

Those suffering from one of the nation's primary mental health problems— 
depression (a recent survey indicates that 15 percent of all adults l)etween 18 
and 74 suffer significant depressive symptoms during any one year). 

Nine million alcoholics, 600,000 drug addicts and millions of persons abusing 
drues? 

What would be the costs to these individuals and to society of leaving such 
conditions untreated? This Is something the National Council cannot estimate, 
but we do know that continuing the federal effort to establish community mental 
health centers across the nation will reduce the costs of treatment and that early 
diagnosis can prevent more serious conditions from developing In many cases. 

As In any major program, the CMHC program as presently operated has some 
weaknesses an<l needs Improvement. This improvement can best be achieved at 
the federal level, however. Turning the program over to states and localities will, 
in most Instances, tend to perpetuate the status quo and reduce the flexibility of 
the program operators to respond to national standards or priorltiea 

Turning, just briefly, to some of the si>ecific c*ange-s in the program and the 
legislation which NCCMHC would like to see adopted, and assuming that this 
SulKommlttee will consider later this year an extension of the CMHC Act we 
would like to recommend that all community mental health centers provide: 

Comprehensive preventive and treatment programs for children with mental 
health problems and their families, together with counseling for schools and 
other community agencies dealing with children. 

Comprehensive programs for the mental health of the elderly—one of the 
groups most underrepresente<l In CMHC caseloads, and yet a group which Is 
highly susceptible to mental disorders. 

Comprehensive programs for prevention, treatment and rehabilitation of 
alcoholics. 

Comprehensive programs for drug addicts in their catchment area (now re- 
quired under PL 92-255, in large measure as a result of action by this Suticom- 
mlttee). 

Screening programs for all persons from the catchment area referred for 
treatment to a state mental hospital facility. 

Aftercare programs for all i>ersons released from state mental hospitals who 
reside in the center's catchment area. 

Mental health services to any federally funded HMC which serves catchment 
area residents. 

Accessible satellite program elements to ensure that every person In the catch- 
ment area has easy access to care. 

An ongoing evaluation of the needs of the community served, and adequate 
pul>lic input into such evaluations. 

Emergency .services to all catchment area residents on a 24-hour a day, seven 
days a week basis, and other services during the evenings and on weekends to 
enable working people to receive assistance. 

Some of these requirements are contained in legislation which jtassed the 
Senate during the last se.sslon. We hope that when this Sulwommittee considers 
an extension of the CMHC Act which would make s\ibstantive changes in the 
existing law, that these additional provisions could be included. 
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In addition, there are some other administrative problems vrhloh have arisen 
In a number of centers, which should also be corrected through legislative action 
by the Congress. These issues include: 

Occurrences whereby patients who can afford to pay for all services have been 
seen by center professionals not in the community mental health center to which 
the patient was first referred or admitted for care, but in their own private 
practice. This i)ractlce can result in serious losses of revenue for the CMHC. 

The need for tightening of NIMH regulations regarding the appointment of 
professional staff In CMHC's to ensure that appointments are based entirely 
upon the qualifications of the individual and his suitability for the position in 
question. 

The amount of professional staff time devoted to administration of the center, 
and the question of whether, in some Instances, staff should be devoting greater 
proportions of their time to clinical services. 

Despite these problems, however, the fact remains that through the CMHC 
program the federal government has stimulated development of comprehensive 
community mental health services and permitted the provision of unique systems 
of care for the mentally 111. The progress to date could not have been achieved 
without the federal role. To end that role now would be a tragic mistake. 

The impact of the federal program is hl^lighted in a recent study by the 
National Study Service under an NIMH contract." The researchers studied four 
counties In both 1958 and 1970 to determine the factors leading to changes In 
mental health programs, and to analyze the Impact on the development of mental 
health resources of the establishment of federally funded CMHC's. Two of the 
counties studied were served by a federally funded center, while the other two 
were not. 

The study concluded that: 
"The study data and findings document and support several significant con- 

clusions about mental health developments In these four counties. First, and 
perhaps foremost, there has been very substantial progress in the development 
of mental health resources in all four counties. However, the progress In the two 
counties with federal funding has been much more substantial than In the two 
that did not have federal funding. 

"It is especially sign^lficant also that the federal funding enabled the com- 
munity mental health centers In these two counties to Invest much more time In 
activities other than direct services to clients, and thus to have substantially 
more impact in such Important prevention areas as education and one or more 
other programs, such as corrections and vocational rehabilitation." 

At this time, the CMHC program Is still growing, and still evolving fairly 
rapidly as our experience Increases. There Is very strong sui^wrt for the concept 
among professionals and among lay persons In communities served by centers 
and those where a program is currently being planned. 

This Is evidenced by the fact that there are at this time 68 communities which 
have applied for a CMHC staffing grant (through the regular program or for 
ehildrens services under Part P of the CMHC Act) and were approved by HEW 
(listed in Attachment I). These grants are unfunded, and will remain unfunded 
unless Congress acts to extend the legislation. In addition, there are hundreds 
of communities which were in the process of planning new community mental 
health services when the program abruptly ceased. (58 of which are listed In 
Attachment II). 

There are also many communities (which received a construction grant under 
Part A of the CMHC Act, assuming that federal staffing grant assistance would 
be available to aslst them in providing comprehensive mental health care) 
where It will be difficult if not Impossible to provide services without further 
federal assistance. To date, only 5fi of the 128 agencies which received Federal 
construction grants but no staffing assistance are actually operating a program, 
and a review indicates most of these 38 are part of a hospital. If the remaining 
90 buildings are to house comprehensive community mental health centers, funds 
to support these programs must come from either the federal government or the 

• The Relative Impact of Varlons Factors. Including Communltr Mental Health Centen, 
In the development of Mental Health Resourcea. Report of a Stadjr of a Decade of Change 
In Mental Health Needa and Resources In Four Counties, UaInK Baae-Llne Data Obtained 
as a part of the Rtiidj of rominunlt.v Rexourcea In Mental Health. Made b.T the Joint 
Cominlstilon on Mental Illneaa and Health, Completed In 1B60, submitted by National 
Study Service to NIMH pursuant to Contract No. HSM-42-70-108. 

21-313 O - 73 • 
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states. Yet there seems little likelihood that the states will pick up all of these 
costs, for reasons stated above. 

We hope tliat later this year, the subcommittee will take a careful look at the 
CMHC program and find some solution which will enable existing centers to 
continue their highly effective and essential work, and at the same time enable 
those communities awaiting the establishment of a CMHC to receive the services 
they need. 

Thank you for this opportunity to testify. 

ATTACHMENT 1 

APPROVED-UNFUNDED FEDERAL GRANTS FOR INITIATION OP NEW CMHC'S 

Pikes I'eak Family Counseling & MHC, Colorado Springs, Colo  $,S17, a">8 
Southwest Denver MH Services, Denver, Colo  334, 4.T4 
Leon County MHC,' Tallahassee, Fla  300,000 
KalihI-Palama CMHC,' Honolulu. Hawaii  309, 741 
Snake River Comp. CMHC,' Boise, Idaho  613,397 
Region Ten Comp. MHC, Columbus, Ind  .557, 362 
Regional Mental Health Center, Kokomo, Ind  500,000 
Johnson Co. Southwest CMHC, Overland Park. Kans  215,385 
Barren River Comp. Care Center,' Glasgow, Ky  741, 913 
Washtenaw County CMHC, Ann Arbor, Mich  511, 890 
West Central Montana Reg. Comp. MHC, Anaconda. Mont  250, 2.50 
North Central Montana Comp. CMHC, Great Falls, Mont  722, 076 
Las Vegas Mental Health Center, Las Vegas, Nev  894, 771 
Northern New Hampshire MH System,' iLttleton. N.H  349.367 
Christ Hospital CMHC,' Jersey City, N.J  526, 794 
Monmouth Medical CMHC,' I.K)ng Branch, N.J  488,194 
Queens Hospital CMHC, Jamaica, Queen, N.Y  1,071, 274 
Northeast CMHC of Memphis Shelby City. Memphis, Tenn  374. 790 
Murray-Jordan-Toole Mental Hygiene Center, Murary. Utah  484. 7.56 
Champlain Valley MHC,' Burlington. Vt  622, 310 
Valley Comp. CHMC.' Morgantown, W. Va  277, 391 
Humacao CMHC Humacao, Puerto Rico  569, 883 
East Oakliind CMHC. Oakland. Calif  1.088.726 
Thalians CMHC of Cedars-Sinai. Los Angeles, Calif  1, 492,480 
San Jose CMHC," San Jose, Calif  92, 816 
Emanuel Hospital CMHC,' Turlock, Calif  85, 684 
Jefferson County MHC. Lakewood, Colo  226,062 
Southern New Castle MHC New Castle, Del  267, 913 
St. Joseph's CMHC,' Tampa. Fla  1,406,460 
Palm Beach County Comp. CMHC West Palm Beach, Fla  576, 571 
Northside Hospital Comp. CMHC, Atlanta, Ga  325,865 
MHC of St. Joseph County. South Bend, Ind  265, 212 
Southern Bluegrass Comp. Care Center," Danville, Ky  421,876 
Western Kentucky Region I CMHC,' Paducah, Ky  741,913 
Acadiana MHC, Lafayette, La  647,949 
Montgomery General Hospital CMHC, OIney, Md  746,193 
Erich Lindemann CMHC,' Boston, Mass  1,192,626 
Philadelphia Psychiatric Center,' Philadelphia, Pa  386,992 
Mayagiiez CMHC," Mayaguez, Puerto Rico  399, 224 
Tufts Mental Health Center,' Boston, Mass  331,348 
Greater Lynn CMHC Program,' Lynn, Mass  1,142,997 
South Central Montana Reg. MHC Billings, Mont  126, 349 
Community Center for Mental Health, Dumont, N.J  572, 998 
Rutgers CMHC, New Brunswick. X.J  1, 993, .502 
Bro )kdale Hospital CMHC Brooklyn. N.Y  1, 031, 999 
Buffalo General Hosi)ital CMHC. Buffalo, N.Y  9.50, 855 
Orange County MHC,' Goshen, N.Y  880,268 
Wilson Green Mental Health Center," Wilson, N.C  500, 000 
Cari Albert CMHC McAlester, Okia  817,853 
Holy Spirit Hospital CMHC, Camp Hill, Pa  811,054 
Hamot CMHC, Erie, Pa  624, 094 

' Indicates poverty. 
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ATTACHMENT 1—Continued 
APPEOVED-UNFUNDED  FEDERAL ORANTB  FOB INITIATION  OF NEW  CMHC'S—continued 

Meadville Citv Hospital CMHC,^ Meadvllle, Pa  $443,270 
Albert Einstein CMHC. Philadelphia, Pa  567, 587 
Austin-Travis County MH/MR Center, Austin, Tei  712, 963 
Bell County MH/MR Center," Belton, Tex  786, 947 
Harris County MH/MRC, Houston, Tex  119, 983 
Southwest Mental Health Center, Columbus, Ohio  625, 475 

CHILDREN'S SERVICES 

Greater Little Rock CMHC, Little Rock, Ark  146, 350 
John Hale Health Foundation, San Francisco, Calif  241, 040 
Wheeler Clinic, Plainville, Conn  642,984 
The Counseling Center. Bangor, Maine  438, 7.^5 
Massachusetts MHC, Boston, Mass  382,683 
Columbia Area Mental Health Center, Columbia, S.C  404, 025 
Dallas County MH/MR Center, Dallas, Tex  785, 051 
Open Harbor, Inc., Boston, Mass  59, 000 
Tufts Mental Health Center,' Boston, Mas.s  268, 532 
Cambridge-Somerville MH/RC,' Cambridge, Mass  127,103 
Emerson Hospital, Concord, Mass  150, 640 

INITIATION   ft  DEVELOPMENT 

[All povert; areas] 
Alatmma Catchment Area M-16C, Mobile, Ala  45,148 
Community MH/MR Center, Lawrenceburg, Ind  49, 720 
MH Association of North Central Massachusetts, Fitchburg, Mass  50. 000 
Cape Ann Children & Family Center, Gloucester, Mass  49, 956 
CMHC Area 43, Hudson County, Newark, N.J  50,000 
Rlverview Hospital, Red Bank, N.J  48,650 
Rio Del Norte Planning Committee, Espanola, N. Mex  49,990 
Clinton Co. MH Services, Plattsburgh, N.Y  50,000 
Franklin County MH/MR Board, Columbus, Ohio  36, 472 
Board of Co. Commissioners Multnomah Co., Portland, Oreg  47,404 

ATTACHMENT 2 
CMHC  STAFFING GRANT APPUCATI0N8 PENDING  WHEa»  APPROVAL PROCESS 

CUT   OFF  BY   HEW 

Ozark Guidance Center, Box 515, Springdale. Ark  
Tucson East CMHC, 36 North Tucson Blvd., Tucson, Ariz     $300, 000 
San Jose CMHC, 77 North 15th St., San Jose, Calif        85, 684 
Westside CMHC, 2201 Sutter St., San Francisco, Calif       300.000 
Bayview CMHC, 101 Grove St., San FrancLsco. Calif       241, 040 
Central City CMHC. 4272 Soutli Broadway, Los Angeles, Calif 2, 610, 750 
Sacramento Co., MH Services  (North), 2315 Stockton Blvd., Sacra- 

mento   Calif       238, 378 
Resthaven Psychiatric Ho^)ital, CMHC, 765 West College St., Los 

Angeles,   Calif      250, 021 
East Los Angeles Health Task Force. Los Angeles, Calif  
Sunset, Richmond Oceanview, San Francisco, Calif 1, 739, 879 
Sacramento County, MH Services (Bast), Sacramento, Calif       179,636 
Peoples Clinic, Santa Ana, Calif       199, 757 
Comp. Mental Health Services, of East Central Indiana, Inc., Muncie, 

Ind  
Silver Spring Takoma Park, 7600 Carroll Ave., Tnkoma, Md  
Regional MH Complex, P.O. Box 43, Starkville, Miss      303,399 
Pine Belt Reg. MH & Retardation Complex, Suite 406, Carter Bldg., 

P.O. Box 161, Hattiesburg, Miss  
St.  Francis Hosp. CMHC,  Gordenville & Mount Auburn  Rd., Cape 

Girardeau,  Mo  
Southeast Jackson Co. CMHC, I^ees Summitt, Mo  

' Indicates poverty. 
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ATTACHMENT 2—Continued 

CMHC 8TAPF1NG GBANT APPLICATIONS PENBINO WHEN APPROVAL PROCESS 
CUT OFF BY HEW—Continued 

Thousand Hills CMHC. Kirksvllle, Mo  
Lutheran Mental Henlth Center, 415 South 25th Ave., Omaha, Nebr. 

(Mervln Rlepe, Administrator)  
Lincoln-I^ancaster MHC,  1107 Lincoln Benefit Life Bldg., Lincoln, 

Nebr  
North Platte Psychiatric Clinic (Great Plains Mental Health Center), 

221 South Jeflfers St.. North Platte. Nebr  
St. Joseph's Hospital CMHC, 2305 South 10th St., Omaha, Nebr  
Mid-Nebraska CMHC. 916 Baumann Dr.. Grand Island, Nebr  
Southern Nevada CMHC, Las Vegas, Nev  
Washoe Co. Center. Nev  
So. Comp. CMHC. Nevada     $894,771 
Community Ctr. for MH Inc., 2 Park Ave., Dumont, N.J  
Gloucester Co. MHC, Psychiatric Clinic for Gloucester Co.. Tatnm St, 

Woodbury, N.J  
Mercy Hospital of Watertown, 218 Stone St., Watertown, N.Y  
Marymount Hospital MHC. 12300 McCracken R<1.. Cleveland, Ohio 1, !563, 517 
Child & Adult MHC, 1000 Realty Bldg., Young.stown, Ohio 1, 505, 699 
Southwest CMHC, Columbus, Ohio 3,0.38,742 
North Central Hamilton Co., Inc., Cincinnati, Ohio 2, 895,210 
S.E. Cleveland CMHC. Cleveland, Ohio 9.796,783 
Concerned Citizens CMHC, Tole<io, Ohio 3,962,215 
S.W. Pittsburgh CMHC. 2005 Sarah St, Pittsburgh. Pa  
Northeast CMHC. Roosevelt Blvd. & Adams Ave., Philadelphia, Pa  
Hall-Mercer CMHC, 8th and Locust Sts., Philadelphia. Pa  
Child Guidance Center. West Philadelphia Consortium, 1700 Baln- 

bridge St., Philadelphia, Pa  
City-County Clinic, P.O. Box 669, Johnston, Pa  
Divine Providence CMHC. 1100 Grampian Blvd., Willlam.sport, Pa  
Episcopal Hospital, CMHC, Front St., and Lehigh Ave., Philadelphia, 

Pa  
Centervllle Clinic, Inc., RD. No. 1, Fredericktown. Pa  
Central Montgomery MH/MR Center, 1100 Powell St., Norristown. 

Pa.   
St Francis General Hospital, 45th St, Pittsburgh, Pa  
Central Pennsylvania CMH/MRC, Day Care Center, Pennsylvania...     140, 780 
Cambria County CMHC, Johnstown, Pa  
MH/MR Center for Hidalgo County, P.O. Drawer 1108, 1425 South 

9th Edinsburg, Tex  
Bear River Mental  Health Center,  County Courthouse,  Bringham 

Cltv, Utah  
Wlndham County MH, 67 Main St, Brattleboro, Vt  
Windsor County MH, Hospital Professional Bldg., P.O. Box 6, Spring- 

field,   Vt       533,115 
Falls Church-Fairfax Count.v, 410O Chain Bridge Bd., Fairfax, Va... 
MH Service of Roanoke Valley, Carlton Terrace Bldg., Suite 500, 920 

South Jefferson St., Roanoke, Va  
Department of MH & Hospital, P.O. Box 40, Salvada, Va  
Fairfax South City, 4080 Chain Bridge Road, Fairfax, Va  
N. Panhandle CMHC, 2000 Eoss St., Wheeling, W. Va  
Allegany County Health Department. Willow Brook Rd.. P.O. Box 

690, Cumberland, Md  
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NC National Council 

CMHC Community Mental Health Centers 

TOt  NCCMHC MEKBERS HARCH 20,   1973 

GENERAL REVENUE SHARING FUNDS 
USE BY CMHC*S 

Ganeral revenue sharing finds have been allocated for coonunlty mental health 
center programs by some local governments*  although on a national basis CMC's 
have not been able to obtain any significant revenues from this souroe.     nils 
fact is emerging from the National Council's survey of members regarding the 
use of GensralRevenue Sharing Pmds.     (All responses are not yet in, a full 
somary will be sent to you as soon as it is available). 

Local and state govemnents have now received revenue sharing allocations for 
1972 and for the first qu^u:^er of  1973.     Between now and July 1,  many states 
and localities will be maXlng final decisions on the use of these finds during 
the coBdng fiscal year   (1973).     It is inportant  for centers to make strong 
efforts to tap these resources  since: 

*Many states and localities will have surpluses during this fiscal 
year as a result of unei^ected general revwiue sharing federal dollarsi 

"Programs  funded this year under revenue sharing will probably find it 
easier to obtain similar fisiding  in the  future   (general revenue sharing 
fisids are now authorised for five years). 

Eligibility 

Centers are eligible  to  receive  funding from both state and local govemannts 
wider the new proposed regulations published in the Federal Register, 
February 22,  1973.     The only restriction placed on  the use of general revsnua 
sharing  funds  for connmlty mental health centers is that. 

Revenue  sharing may not be used to provide the state or local matching 
required under any federal categorical  grant piogram  (this would apply to 
staffing,alcohol and drug abuse staffing grants,  children sarvices staffing 
grants, etc). 
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Use of Funds by CMHC's 

All other program operations of cononunity mental health centers can be fwiddd 
fron General Revenue Sharing under the law. To date, centers report using 
(or planning to use if expected or hoped for funds actually become available) 
such funds for: 

*Basic operational costs, overhead etc, 

^Program e]Q>an8ion 

*New staff not provided for under federal grant in order to pzovida 
expanded outpatient services, etc. 

'Community-based outreach programs 

'Drug and alcohol programs 

'Various pcograns previously supported under Title IV-A Social Services 
funding 

'Travel expenses 

•Staff development 

'Capital outlays 

Note: General revenue sharing is still a potential source of funds for pxograns 
previously supported through Titles I, IV'A and IV-B, X, XI, and XVI of the 
Social Security Act. 

Indirect Assistance through Revenue Sharing 

Revenue Sharing can also be an indirect help for centers in securing local 
revenue. The availability of revenue sharing dollars has, for Instance, freed 
other local money for one community mental health center. Without revenue 
sharing funds or an increase in local taxes this center would probably not 
have been able to obtain requested local funding, although the funds received 
did not come directly from revenue sharing. 

Some cities have also used revenue sharing funds to free local tax dollars, 
^ich they have then spent in areas v^ere revenue sharing funds cannot be used 
(such as matching federal grants). This Is a boolOteaping device %riuch enables 
the locality to transfer its own ftnds from one program to another. For instance, 
it is possible for local funds used for operating costs to be replaced by 
revenue sharing dollars while the local tax money is used to match a federal 
grant.  However, although such devices have been used in some localities 
(but not by Cormunity Mental Health Centers) the legality of such acts are 
now being tested In court. 
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Localities to Date better source of Funds for CMHC's than States 

From a preliminary analysis of the NCCMHC survey, it appears that local govern- 
ments are a better potential source of revenue sharing funds for CMHC's than 
are state governments. Thirteen centers receiving support indicated that the 
funds caae via the local govemaent, no centars reported revenue sharing finds 
via state governments.  However, this could result from 

'State governments being slower to allocate these funds as the 
legislators nust first eut to appropriate the money; 

The fact that states received less funding under the General Revenue 
Sharing Act than did localities; 

'Most centers concentrating their efforts at the local level (acoording 
to our survey this seems to be the case). 

Making Contacts re. Revenue Sharing 

It la clear from our survey that many centers have not been as vigorous in 
their pursuit of these funds as have others. A large majority have contacted 
only their state or local government, not both.  Those working at the state 
level have usually contacted one agency — the mental health agency.  In order 
to maximize your chances of receiving these funds you should consider contacting i 

'State mental health agency 

'State public welfare department 

'Govenor's office 

'state legislators 

'Other departments, if any, with responsibility for social programs or 
rehabilitation services, including alcohol and drug abuse if not covered 
by mh agency. 

Other Issues 

One problem for centers looking for general revenue sharing assistance is the 
widespread ignorance of the law and its provisions among state and particularly 
local government officials.  Copies of the federal regulations may be obtained 
from NCCMHC if you are having trouble persuading your local or state agencies 
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that your programs are eligible.  It is also iifnrtant for you to find outt 

*Vlhat funds are available 

*Mhen allocation will be made 

'How the govemnicnts plan to decide on use of funds (any opportmity for 
public participation?) 

At the beginning of each entltlenent period, each govemaental isiit must file 
with the Treasury Department a report on how revenue sharing funds will b* 
spent. Such reports must be made publicly aveulable under the law. 

TTte next payment of general revenue sharing funds to states and localities is 
planned for April 6, 1973. There is still time to tap these funds for your 
center. 

Chris Koyanagi Jonas V. Morris 
Staff Associate Executive Director 
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TERMINATION OP FEOBIAL CMIC PWGIUUt — 

THE EFFECTS OF THIS  POLICy AT THE LOCAL LEVEL 

MtlEOWA 

Canelliack Hospital MentAl Healtii Center 
Soottsdale 

Our Canter is preparing to h/uidla the ten»ln«tion by reducing the «<rvic«« 
provided for in-patient and partial hospitalixation and ooncentrating on out- 
patient and ooimiMPitv education euid consultation activities.    We are workinq 
together with the Arisona Council of Comunlty Mental Health Centers to develop 
• unified departaent of mental health, bringing together the conatnity prograoa 
of the State Health OepartaiBnt with the State Hospital as well as alooholisa 
and drug abuse programs.    Hopefully this will allow us to develop contractual 
relations with other state agencies.    This will change our finding base fro* 
grants to contracts and we will be reimbursed after the services have been pro- 
vided.    To move into this nethod of providing services it will be necessary 
for us to project a budget based on anticipated provision of services which 
will be done after a thorough assessment of the catchment area using dsnographix! 
•aterial to indicate what persons ni^t be eligible for the services for which 
tm can be rei«l>urs«d by the State. 

Ragardlng the way in which the actalnistration's cutbacks will affect ua. 
In all probability we will temdnate all in-patient hospitalisation. In past 
years this has inaant approsinately 20 patiente per year and 450 patient days. 
Partial hospitalisation will cause a loss of service to <ux)th«r 25 oatiente 
per year and 250 patient days. Fewer free oomiunitv education programs will 
be provided and greater reliance upon contractual consultation relationships 
for which we are «»—*'•"•—'< 

Finally, our Board is being forced to becone involved in extensive fund- 
raising activities.    As yet, we don't know how successful these will be. 

CALXFORNIA 

Gateway Rospitel CmC 
I<os Angeles 

Gateways Federal steffing grant provides approximately $76,000 per year at 
the 30« funding lev«l.    Loss of these nonles would haws on adverse effect on our 
budget. 

Currently, we have 16 positions which are funded by the OMC staffing grsnti 
13 full tins and 5 one-half time.    Ms budget $233,000 for these positions and the 
Federal grant returns $76,000 to us.     It is liksly that with the loss of Federal 
•onles, we would have to terminate a ntnbar of these positions. 
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CX3L0IUUX> 

City and County of Denver 
Denver 

tte do not yet knew whether Federal revenue will be replaced by state or 
local  funds.     Ho%>ever,  thero appear to be two possible soxurces of funds to re- 
place the Federal Share of our grant.    The first Is revenue sharing money which 
oould cone to us from the City and County of Denver.    To get this money, we would, 
as you know, have to conpete with other health agencies of the City and County 
since there are no revenue sharing monies specifically allocated for Mental Health. 
To date, however, all revenue sharing n^nies received by the City have been 
allocated for capital inprovenenta, not Mental Health.    Hhether we would get 
these nonies is problenatlc. 

The second possible replacement for the NIMi nonies is the State of Colorado'• 
Division of Mental Health.    At the present tine the State picks i^ most of the 
costs of the grant using the  following formula:    Total eligible costs of the grant 
minus the NI^fl share   (now 30%)   equals the State's share of the grant.    We are 
not yet clear on what happens    t^en the NIHH share is zero percent)  it could be 
that the State will consider its obligation to the grant ended when NIMI con- 
siders its obligation ended, or it could be that the State will be required to 
pick up 90% of the total eligible costs   (all but the ten percent local share). 
This issue Is currently being debated in the State Legislature. 

If Tinney is not forthcoming from either revenue sharing or the State of 
Colorado, we would have to curtail services and lay off the staff provided by 
our federal grftnt which expires at the end of FY 1973.     Staff involved would be 
four of the seven nurses in our psychiatric emergency room,  the Directors of 
Piiyshiatrlc Rehabilitation and Psychiatric Training, and several mendMrs of our 
Injpatjiint and outpatient teams. 

The loss of this grant would wreak havoc on our eaergancy room, our training 
progrsr., and several other teams. 

District :!:ntnl Eealth Board No. 4 
Tallahassee 

The number of persontf served by this clinic has grown from 1,6S1 per year 
to approximately 2,158.     Eighty-five percent of these families are medically 
Indigent and cannot afford $35 to $40 a visit to a psychiatrist in private prac- 
tice.     These families are too numerous to be cared for as charity cases   by local 
private mental health practitioners.     Moreover, the demand for services is still 
sharply increasing.     In addition to Leon County,  the Leon County Mental Health 
Guidance Center has expanded its services into seven counties:    Franklin, Gads- 
den, Jefferson,  Liberty,  Madison, Taylor and Hakulla.    Five counties,  Gadsden, 
Liberty,  Madison, Taylor and Wakulla provide funds appropriated by their county 
comrdssions for general mental health services.     In addition,   five other counties. 
Franklin, Jefferson,  Liberty,  Madison and Taylor support school psychological 
services provided by the clinic through appropriations and contracts with their 
school boards. 
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All of these services to the rural population in our District are tsidergirdsd 
by a traveling team which conslstB of a psychiatrist and a mental health nurse 
visiting the five other counties participating with county commission funds.    DM 
psychiatrist and nurse evaluate and treat patients «4iile providing a3^;>«rt consul- 
tation to local physicians and conmunity agencies who also serve these sane pa- 
tients and their families. 

Supplsnenting this psychiatric tea^n is another mental henlth professional  (usvAlly » 
psychiatric social woi^er)  who worXs with patients on an average of once a week 
and consults with connunity agencies.    Most of the funds which have been si^port- 
ing the psychiatrist, nurse and social worker in helping patients are Federal 
dollars under Titles IV-A and XVi of the Social Security Act.    Onfortuiately, 
these funds have been diverted into revenue sharing so that they will DO longer 
be available to support these needed services.    Many worthy programs cut off 
from Federal funding are approaching local isiits of government for additional 
monies lAich their governments do not have.     Thus,  we anticipate that we shall 
have to curtail  these needed services,   unless local and state governments can 
totally support them, which seems unlikely. 

An additional blow to our plans to provide mental health services to our 
District was the lack of funding for new National Institute of Mental Health 
Staffing Grants.     We had such a $500,000.00 grant approved but not fuided as a 
result of the  federal  cut-backs.     This grant was to  fund four satellite clinics 
strategically located throughout the district.    Needless to say« these counties, 
given their meager tax base,  cannot si^iport such an expansion. 

But the question can be askedi    Are these services effective?    The ansiier 
is an eaphatic  "yes".     Take Leon County,   for instance.     In 1965-66 the rate per 
100,000 poptilation for ackoissions to the State Mental Hospitals was 153.0.     Dur- 
ing 1970-71 it was 17.5 or a drop of 43\.    That  is,   43% more patients were being 
treated in the oosnunity on an outpatient basis.     They did not have to loave 
thsir families or their jobs,  or schools,  depending on age.     Thus,  these  services 
are preventive in nature,   and hence  less costly.     This sharp reduction in State 
Hospital admissions is even more dramatic when you consider that from 1960 to 
1970 Leon County population increased by 39%.     If national statistics hold true, 
and we have reason  to believe that  they do,   then one person in ten needs mental 
health services,  making this  reduction in  the need for hospitalization even more 
dnuaatic.     It  is anticipated that,   if the traveling team could remain  in effect 
strengthened by satellite clinics,   a similar reduction In state hospital eidmis- 
sions rates could be made  in the other seven counties. 

Tfiere is another area irtiere Federal funding benefited the emotionally dis- 
turbed in our District and that was the inplemontation xif the Baker Act.    The 
Baker Act got the medically indigent mentally ill out of  jail, where they used 
to be kept until  they were admitted to the State Hospital,  and into a local hos- 
pital where they could be treated.     Now,  this money will have to come from state 
and local  sources,  because of Federal budget cut-backs.     Moreover,  Title  IV-A 
and XVI  funds were used to help persons who were potential Baker Act caaes,  but 
for the present needed only out-patient care. 

The nuBber of drug abusers  is hard to estimate because our Z  fi D Grant was 
not  funded but some dimension of this problem ray be appreciated since there are, 
in addition to the 300,000 population,   24,464  students enrolled In Florida State 
Oiiversity, Florida ASM university and Tallahassee Community College, who pre- 
sent a high risk category  for drug abuse.     He also served the Black comunity 
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in Tallahassee through Infomatlon and Hafbrral Center and a free medical diagnos- 
tic clinic for persons who were stibstance dependent. The funds for this progran 
have been cut off. Needless to say, the Black Coamunity is very upset, since 
this was a prevention program and several well established organizations strongly 
favored it. This program was to be the rallying point for more comprehensive 
programs in Drug Abuse, but with the loss of this program we have lost credi- 
bility with the 3lack Community to the point where they probably won't si^port 
further grants. 

If our alcoholism programs are eliminated, S58 public inebriates will b« 
directly adversely affected out of a total alcoholic population of 4,613 according 
to the Jellinek formula. This program provides a sixteen bed half-way house, a 
fifteen bed sub-acute detoxification center or "sobering-up" station and out- 
patient counseling and psychiatric seinrices. 

An important oooponent of our HUW staffing grant were, a.rvlces to high risk 
families. There is no private Family Service Association in our District. Tra- 
ditionally, our agency has filled this gap. With the loss of federal funding, 
it is inevitable that this service too will be effected. 

It is difficult to gage the impact of this loss of service on families. 
Half of our caseload of 2,950 involves children and adolescents and their families. 
The consninity need is ejqpressed by 980 divorces in our district in 1970. 

IDAHO 

Dopnrtraent of Health 

The new policy of no new starts of community mental health centers directly 
affect two of Idaho's seven catchment areas. One area has planned and received 
uord of NIMH approval of the plan without funding. A second area has an initia- 
tion and development team in operation and we're nearly prepared to submit a 
grant request to staff a con^rehonsive community mental health center. 

It is the case that about 2/7 of Idaho will not be served by oonpret^nsive 
community mental health services. All of these counties have the state hospital 
programs available to them for serious problems of mental illness. The elements 
that are lacking are intermediate, emergency and consultation and education ser- 
vices.  Idaho has been able to initiate crisis intervention kinds of outpatient 
services through small centers but there remains a large unanswered nusdier of 
problems in these two areas. 

The severity of the unanswered problems vary.  We have data from other areas 
that at minimuBn, one hundred people with serious mental disabilities and illness 
will go unserved in each region. As many as eight times that number would use 
the service if they could afford then or if they were made available. 
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ILLHWIS 

Ravenswood CMHC 
Chicago 

At thla crucial tine when there is an increasing national awareness of the 
need for oooprehenslve services for mental health prograns such as CMHC'c lAich 
ware designed in a way that they would be located right in the ooonunity and 
would ba visible and accessible to all cosimunity residents for a broad range of 
services would suffer,     ror example,  the Ravenswood CWC during its one and one- 
hilf year existence has successfully curtailed the use of state hospitals and 
other institutional care for the residents in this connwity. 

It Is ironic that the President's rationale for suggesting a cutback for 
finding in one's is based on their success and their expected capability to 
survive on local funds and revenues generated from services. It has to be ea- 
phasizad that this goal of self-st4>port is a worthy one, but teOcing into con- 
sideration that the majority of clients using these services are the working- 
class poor and the low-income family groins and the lack of existing national 
health Insurance or adequate psychiatric coverage in the existing third-party 
carriers precludes the generation of any substantial revenues. 

niPiMiA 

Regional Mental Health Center 

KOKOflO 

I believe the mental health moveaient has COSM full cycle: from enphasis on 
domiciliary care in large institutions far removed from the familiar to concern 
for the place where prevention begins and treatment ends - the conaunity. Vir- 
tually a century and a quarter of humanitarian progress and significant legisla- 
tion in the development of positive mental health programs is being jeopardised 
at present. The evolution of coemunity mental health is viewed as a highly 
positive and emergent concept in social policy planning, directing responsible 
cltlian action towards comsunity-based efforts to promote mental health. 

Fortunately, the Kokorao Regional Hontal Health Center has the very active 
support and backing of vigorous unions in the area. Portunately, the labor 
unions have negotiated for medical coverage with their esfiloyers which provides 
reimbursement for the complete range of psychiatric services available at the 
Regional Mental Health Canter.  Fortunately, we have been able to exist on ex- 
isting aources of revenue from counties, the state as a deficit financer, patient 
fees, contributions, etc.  Sadly, our existence is a very marginal one in terns 
of effectiveness due to having to operate on a shoo string budget without any 
federal •onies. 

MB do have a Federal Staffing Grant that has been approved but unfunded. 
If wa had federal support, we could be delivering extensive mental health services 
to our thrae county area. As it stands, our outpatient staff, for exasplo, which 
consists of two geographic teams have one team with two psychologists and one 
•ooial %iorker endeavoring to deliver services to Howard County (saduling Rskoao), 
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Tipton County, and Clinton County. Theoretically, at least, this team dalivars 
all outpatient, consultation aitd education, and emergency services to this very 
large area consisting of approximately 100,000 people. Seallstically, we are 
not visible to the community, very tangible, or very useful.  Realistically, Me 
cannot mount satellite clinics, staff them, provide active partial hospitalization 
pro'graBs, do the necessary consultation and education work with existing institutional 
agencies, and caretakers that would be coonunity-enhancing. 

Realistically, none of the promises set forth in the coimunity mental health 
model will be attained at this rate. Horse yet, this mental health center is 
in relatively good shape, all things considered. Me are, at least, alive. If 
not well.  Indiana's plan calls for 32 centers to be built, funded, staffed, etc. 
niere <ire six. There are significant questions as to just how the six will con- 
tinue, let alone 32. This, in short, is the iii(>act of Mr. Nixon's sonewhat laM 
than enlightened policies relative to conmunity mental health centers. 

MISSISSIPPI 

James L. Robinson (Law offices of 
Caapball, DeLong, Keady, Robertson t  HagwoctT' 
Greenville 

Proih 1967 until 1971, I was chairman of the cosniission which has developed 
the Community Mental Health Centers program in the Greenville area. Although 
I now have no official connection with the program, needless to say I have rs- 
Bained keenly interested in the progress made.  I am very much afraid that, if 
new appropriations are not made, not only will the many hours of work which I 
did in connection with our local program go for naught, but I strongly suspect 
that many other centers around the country will go down the drain. 

The inescapable fact is that, if federal support for the Ooontnlty Hentol 
Health Centers program is withdrawn, it will not be replaced by si^pport from 
state or local sources. 

Here in the Greenville area we began our program in 1967. Ne now have a 
staff of more than 20 persons serving a four county area. The construction of 
our main center in Greenville and our branch center in Cleveleuid is well under 
%«ay.  In short, we arc on the verge of realizing the dreams of many people who 
have worked many hours without pay, and frequently without thanks. Based on 
my knowledge of the finances of the program, I greatly fear that much of this 
will oone to an abrupt halt if federal funds are withdrawn. Likewise, I have 
every reason to believe that there are many other coomunities and regions not 
only In Mississippi but throughout the nation that are in a similar situation. 

No knowledgeable person questions the need for controlling federal expen- 
ditures. By the same token, I think any knowledgeable person will have to admit 
that the Community Mental Health Centers program has been a tremendous success 
and that this success could have not been accomplished without federal support. 
In addition, I think 3ny knowledgeable local observer would also tell you that> 
had we had revenue sharing for the past ten years, we would not, at least in 
Mississippi, have seen ar./thir.-} like the progress that has been made in the 
Coranunity Mental Health Centers program. 
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DaltA Mental Health and Retardation Program 
for the Fifth Region of Mississippi 
Greenville 

Here in Mississippi ue have only half of the number of centers which were 
planned for according to state plan operating at the present time. There are three 
other regions or catchment areas which either have already submitted or plan to sub- 
mit in the near future staffing grant applications. Of course, if Congress accepts 
the President's reconraendation, no new centers will be funded by federal monies. 
The cosBunity mental health center concept, I can assure you, has been well accepted 
in Mississippi.  Regional centers are operating with a good deal of success which can 
be backed 19 by facts and figures. Personally, I am all for economizing at the 
federal level, but it appears to me that reducing the amount of money which is spent 
to subsidize coiinunity mental health center operations is false economy and only leada 
to increasing the actual per dollar cost to the t<uipayer if mentally ill and mentally 
retarded Individuals are allotfod to go untreated. 

This is MOT a give-away program.  It is instead a program of prevention. Sliding 
scale fees are charged. Direct ianaediate savings to the state and local governments 
are visible. The Boards of Supervisors of Washington, Bolivar and Sharkey counties 
have been solidly behind this Program from its inception, and as you know, they are 
astute businessmen. Advisory Councils made vp of doctors, lawyers, agency represent- 
atives, ministers, civic leaders and others are consulted. We have all seen it worii. 

The Delta Mental Health and Retardation Program is coiic>aratively new, but there 
are already over 1700 client folders in the files, and more than 150 clients are seen 
each month. Services offered include psychological and psychiatric evaluation and 
counseling, medicine checks, marriage counseling, behavior programs, services fbr 
the retarded, Inpatient care in local hospitals, a 24-hour emergency service, and 
consultation and education. The area of consultation and education includes working 
closely with schools, law-enforcement, state agencies. Youth Court, etc., making 
professional help available to them at a local level. 

These statistics cannot of necessity reflect cases such as (1) a father tAo  is 
a productive, responsible citizen, but who, without these services, available early 
and close to hcme, would have been a patient at the state hospital, with emotional 
problesis much harder or inpossible to cure. This would have meant state assistance 
at the overworked hospital, long-term local and state financial aid for his family, 
and loss to his employer, not to speak of the loss to the man himself. Or (2) a 
young girl, formerly angry at the world, her parents and herself, in trouble with a 
law-enforcement agency, who is now in college and well on her way to being a con- 
tributing citizen.  She would probably have been a real drain on public resources. 
Or (3) an older woman who without regular medicine checks would of necessity have 
to live permanently at a state institution. 

Every dollar spent in establishing these services prevents the eig>enditure of 
many more dollars by individuals, local, state and national governments - by moving 
people from welfare into taxpayer status, prevention of crimes and suicides, families 
kept together, prevention of the development of chronic mental illness, enabling 
many "mental patients' to remain in society as parents and eaployees, and providing 
local professional help to existing agencies. Even if you leave out the htatanitarlan 
aspect, it makes much icre sense economically. 
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tanuok 

Mental Health Clinic 
Great Falls 

Our grant application h^u be«n in process for three years, received a regional 
raview in Septeiiber, 1972, and Mas given final ^proval at N. I,M(Ht in Dsoaib*r> 
1973. The starting date was to have bean January 1, 1973. 

The geographical area is in northcentral Montana and includes ten oomties 
(Qlacier, Toole, lAberty, Hill, Blaine, Pondera, Chouteau, Teton, Judith Basin, 
and Cascade.) All are participating counties with the exception of Chouteau, which 
is presently making quite positive consideration. The area is 2S,9S2 square miles. 
The saallest county is larger in area than Rhode Island, and Chouteau is about half 
the size of Massachusetts.  I niontion these areas because there is a definite re- 
lationship to mental health servicos. About 147,000 people are living in these ten 
counties. Three Indian reservations are located in Glacier, Hill,and Blaine Comtiaa. 
The general area is that of an upside down triangle, with Great Falls as the apex. 
Many of the towns located on the "base" line or Hi-line, as wa. call it, are 100 ailss 
or more a««y, which definitely daprives people of services. 

Tha only mental health professionals in the whole area are located in Great Falls. 
with the exception of one professional on the Indian reservation in Glacier Comty. 
Two psychiatrists and one and one-half psychologists in private practice in Great 
rails are trying to serve a geographical area larger than ours, and about 200,000 
people. They say they are essentially doing emergency service. The state Mental 
Health Clinic located in Great Falls is staffed with two and one-half professionals 
who are doing mostly emergency work with a backlog of about nine months. There is 
no enoouragesient by the staff for any type of "greater business." We are already 
ooapletely overwhelmed. Most of the agencies — schools, welfare, courts, Indian 
reservations, county health nurses, alcoholic treatment \nits, etc. — most often 
do not refer because they have learned there is much too long of a wait for any 
services. The IndiAns on the three reservations essentially get no service froa 
the clinic. 

Probably because there are no mental health professionals in schools in our tan 
counties, in the past,63 percent of our referrals have been school-age dtildren, with 
a >fido variety of problens. Host often work is done with the parents, often coaplata 
evaluation of the whole problem. About five percent or less of our cases are what 
could be termed mentally ill. 

Our proposed program is set up to first begin to meet tha tremendously large 
general mental health needs in our area, which are presently so definitely being 
laawt by the sprinkling of both private and public mental haalth professionals. 

The three Indian reservations are essentially unservad, and there are plans to 
place professionals on the reservations for a full range of services. The Indlaaa 
have been closely consulted, and their definite request was for the placement of 
personnel on the reservations. Almost any indices is higher among the Indians ~ 
alcoholism, suicide, school dropouts, broken homes, etc. Presently, if hospital- 
itatlon is needed for Indians, the state hospital is more than 300 miles away. There 
aza plans to establish major satellite units in Havre and Cut Bank. Four or five 
smallar vnlts will be placed in other locations eiround the ten counties. Bssantially. 
wa wish to maks general mental haalth services available and easily accessible. 
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Preacntly, it Is often necessary to travel more than 100 miles for mental health 
aervices to Great Falls, incur the e:g>enses, and taXe a day oft from work. Often 
people do not have cars and public transportation is practically nil. 

There are little to no services in the area for senior citizens, emotional 
and child development for parents, alcohol and drug addiction, manpower aid 
(psychological factors in not getting or retaining jobs), vocational rehabilitation 
•valuations, evaluation and therapy of problems with junior high, high school, 
and college-age people, and marital therapy. There is no inpatient capability and 
practically no real imsediate emergency service available. 

Our consultation and education capability is very thin and small. He would 
augment consultation considerably if we became a coiprehensive center. Planned 
la consultation to V.I.S.T.A., C.A.P. (Indian), alcohol and drug tvits, clergy 
Mho have reqtiested aid, juvenile courts in connection with law infractions, nan- 
pow«r planning, private physicistns requesting services for their patients, schools, 
welfare. Head Start, Follow Through, and the usual agencies requesting consultative 
•arvlces. 

there are no alternative mental health services, as there often are In urban 
areas. There are no family service association units or other services people 
oould turn to outside of the few extremely overworked private people located in 
Great Falls. 

We felt the Federal Government was particularly farsighted in sotting up ooa- 
laiity mental health centers in rural areas and povorty areas such as ours because 
of the total lack of "It '^-'.t.ivo 8^:rvicoa.  It was a way of finally obtaining l>aslc 
•ental health services. With non-renewal of the Mental Health Act, an area such as 
ours has little hope of getting services from any other source. 

NEVADA 

Southern Nevada Conprehenslve Mental Health Center 
Las Vegas 

Our proposed st'^fflng grant would have resulted in an expansion of our current 
Mental Health Center Program.  It was not for a new Center. Therefore, the effects 
on ua will be In terms of our being unable to expand needed services. The  proposed 
grant would have roughly doubled our current staff of sixty (60) and would have 
enabled us to provide beefed-up services in all areas but, especially in our black 
oosnsmity, Nestside, in which we currently have a very small Satelite Clinic. He 
had proposed a staff of twenty-one (21) for that clinic, whereas currently we are 
operating with two full time equivalents. The answer as to how many people must 
90 without care as a result of the cutoff of federal dollars can only be a very 
rough approximation. The population of the Cestside area is in the neighborhood 
of 30,OCX) and clearly a staff of twenty-one can  much more adequately serve the 
needs of that target population than car a staff of two. Overall, we serve two 
catchaent areas with a combined population of over 300,000. Me will be unable to 
provide any new services to these people. 

In tema of funding, our Clinic is almost totally funded by State appropriations 
with a very small fraction coming from collections.  Staff Increases are totally 
dependent on State appropriations. The way it looks at thla point, we will b« 

Jl-SSJ O - 7J - 5 
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authorized only t««o new positions for the next two years, a social worker and a 
Mental health technicifui, both to be assigned to the Westside Satalite Clinic. 
In suaaazy then, the overall effect of the unfunded staffing grant situation i* 
that we will maintain pretty much of a status quo in the coimunity. 

Due to the fact that our legislature is currently in session and due for 
adjournment within thirty (30) days, and also, since they only meet bi-annually, 
a successful effort to get the Community Mental Health Centers Act renewed this 
year would have little Impact on us until 1975. At that time, the legislature 
would have the opportunity to approve appropriations of State finds for matching, 
if they saw fit.  So in terms of our own local situation, it appears that for us, 
the ball game is over. 

NEW JERSEY. 

Five Mental Health Centers in the State of New Jersey have received final 
approval from the Federal Government in terms of receiving Federal staffing funds. 
Two other New Jersey centers received approval for Initiation and Development fund- 
ing prior to their developing a Mer.tal Health Center. The first five Centers are: 

The Rutgers Conmunity Mental Health Center, Piscataway 
the Monmouth Medical Center, Long Branch 
The Christ Hospital Comnunity Mental Health Center, Jersey City 
The Gloucester County Mental Health Center, Hoodbury 
The Comnunity Center for Mental Health, Duraont 

The two Centers for the Initiation and Development Grant are: 

The Monmouth County Riverview Hospital, Red Bank 
Mount Carmel Guild Institute, Jersey City 

In terms of population that these 7 facilities would have serviced, we are 
talking about 1,204,407 individuals.  In terms of finemces that would have flowed 
from the Federal Government to the State of New Jersey over an S-year period, we are 
talking about a sura of $5,500,000. 

New Jersey has the unenviable distinction of having the largest number of 
OoBBunity Mental Health Centers that have received approval but will not be funded. 
No other state in the union is losing out in this particular area as much as the 
State of New Jersey. 

Christ Hospital 
Jersey City 

Wa have suboittad a staffing grant application to N.I.H.H. which was approved 
several months ago, but unfortunately not funded. 
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This grant is for congiunity mental health center which would Involve a broad 
range of services to people in our catchment area with a population of 100,000 in the 
heart of Jersey City. This is an economically deprived area, designated by H.E.W. as 
a poverty area. The total budget of this facility would amount to approximately 
$750,000 annually, and would provide Inpatient, Outpatient, Partial Hospitalization, 
Oonsultation and Education, Bnergency Services as well as a reh2^>ilitatian program. 
It has a capability of serving several thousand people a year. 

There is no community mental health center in all of Hudson County and there is 
a vital need for this type of program, while there is a bill in the state legislature 
to increase the availability of mental health funds, it trill not neeurly meet the needs 
of Jersey City, at  this point I do not see any possibility of getting the kind of 
funding that would have been available through H.E.W. 

He feel that if this program is not isplemented it would be a tremendoiis loss 
to the conmmity. 

C^munity 'lentil Health Center 
Glan Falls Hospital, Glen Falls 

warren and Washington Ciounties which are served by our Copmunity Mental Health 
Osnter ranked 11th and 13th in terms of the rate of use of state hospitals, whereas, 
in the rate of use of local inpatient services Warren and Washington ranked 1st and 
2nd.  This would tend to show that a high rate of use of local facilities correlates 
with a low rate of use of state hospital facilities. This is one of the indices of 
effectiveness of our Mental Health Center. 

These findings are being replicated at many other Centers. All the citizens of 
our country deserve these services. A nijnber of planned Centers which had been 
approved are now tanfxmded, including five in New Jersey alone. An approved but un- 
funded Center in New VOrk State particularly meriting support is that at Buffalo Gen- 
eral Hospital. 

NORIH DMCOTA 

Mental Health and Retardation Oentar 
Grand Forks 

Our Center currently has federal si:pport for a single staffing grant scheduled 
to expire December 31, 1974. Yearly support at the 30 per cent continuation level 
amounts to approximately $48,000 to $50,000. We will undoubtedly feel the effects 
of a discontinuation in federal funding, but it is doubtful we would be forced to close 
our doors inaediately. Over the years we have been able to accumulate a sizable 
contingency reserve in anticipation of the Conniunity Mental Health Center Act phase 
out. This reserve would enable us to operate vp  to one full year at current staffing 
levels. 

So the iBBttdiate problem is not a lack of funding as much as it is the question 
of whether to utilize our contingency reserve now to adequately staff our Center only 
to be forced to cut back in the future, or to continue to operate under-staffed to 
•oable us to operate for a longer period of time. 
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An original impetus for the Coammity Mental Health Center Program was the need 
to develop an effective alternative to the archaic public mental hospital.  In Korth 
Dakota this is being accomplished.  Since the inception of the centers, the population 
at the State Hospital in Jamestown has dropped from 2200 to 700 residents. Alter- 
natives to long-term hospitalization are made available by the Centers to enable 
individuals to remain in their conmunities as mrking, taxpaying citizens.  A second 
objective of the program is to make mental health services available to the entire 
population of our country.  In North Dakota this too is being acconplished in that 
seven out of eight Centers already established serve 95% of the state's population. 
Another important factor to consider is that the Mental Health Centers in K>rth Dakota 
have been responsible for recruiting over five times the moaber of psychiatrists in 
our state previous to the establishment of the Centers, not to mention the many other 
mental health professionals who currently work and reside in our fine state. 

It does not seem logical that a program such as this be discontinued after having 
been commended by the Nixon Administration for its merits and its successes. 

Future growth of our Center will be severely inpairod due to the discontinuation 
of grants available for specialized programs for alcoholism, drug abuse, geciatxics 
and children's services - programs all of which are needed in our catchment area. 

Horth Dakota can bo proud of its efforts in the area of mental health. In 19£9> 
the Mental Health Centers of our state were awarded the Gold Award (1st place) by 
the American Psychiatric Association for their accomplishments. North Dakota is re- 
peatedly cited by representatives of other states in our region as being a forerunner 
In the delivery of mental health services. 

Manorial Mental Health and Retardation Center 
Mandan 

Our original grant is financially significant due to the fact that we are at the 
upper limits of our state and local financing.  In North Dakota we have seven Centers 
(five federally funded - two not funded are combination mental health-social services). 
The state, since 1966, has doubled the mental health center budget every two year 
session.  It is a generally accepted feeling that this year's budget is the highest 
we will ever get out of the legislature. The increase in state funding has just about 
kept pace with the declining federal support. All Centers have presented mill levy 
resolutions to the voters in their county catchment areas. These have passed and are 
at the 3/4 mill maximxn allowed by law.  It is also felt that there would be little 
chance of raising the limit and having the voters approve a higher level of taxes on 
themselves. 

Third party payers (other than patient fees, which amount to about 2*) are almost 
non-existemt. Welfare will not pay for services as long as there is a federally 
supported Center in the catchment area. Other federal agencies decline to pay duo to 
cut backs in their funds. Horth Dakota Blue Ciross/Blue Shield has a rule that they 
will not pay to a salaried physician-psychiatrist such as arc enployed at the Centers. 
Thus, to receive any payment for inpatient service we must have our psychiatrists 
bill Blue Cross/Blue Shield on a private basis. The psychiatrist then turns the check 
over to the Center.  Negotiations to change these attitudes and unwritten rulings have 
net with failure. Consequently, it appears that third party payments will never be 
a dependable source to replace federal funds in North Dakota. 
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All in all, I guBss you could say that our fundinq is nip and tuck. The state 
share has increased as the federal portion decreases. Thus, what would be future 
Batching laonies for new grants, services and prograas are used to match the declining 
federal share. Consequently, the statt on our original staffing grant which ei^ires 
In Py 1973 will be terminated unless the Act is renewed and extended. Our operation 
would have to be curtailed as our staffing grants expire. 

Recently our Center, plus sever2U. others across the nation, were subjects of a 
funding audit review and projection performed by the G.A.O. investigative arm of 
Congress. Ttieir conclusions are the same as I've alluded to in the last several para- 
graphs. They informed us that the ispression they came up with as they toured, was 
that continued federal funding at sorae level was needed in almost every case. They 
asked us if we would estimate the level of continued funding needed to maintain our 
present program. Our answer was tvao-fold; if we were funded across the board including 
(^wrating expenses we could probably get along on a 30% - 50% level - staffing only 
50%-70%.  Tbese lower levels would mean status qua - the upper levels would allow for 
some program and service expansion. As a federally designated poverty catchment areSf 
we would hope to be on the top end of the percentages.  I think you ifill find our 
position is simlliar to the other North Dakota Centers. Revenue sharing doesn't seoa 
to be much help. Our state share is being conmitted by the legislature to education. 
County shares are out because of our mill levies. City revenue sharing is vary amall 
because of the small sice of our cities. 

OHIO 

Southwest Oommunity Mental Health Center 
Columbus 

nie finding available to the Southwest Center in the coming year will includs 
the local tax levy and state matching fundsi special state funding for a forensic 
psychiatry program; federal funds for childrcns' services through a part F grant sii}- 
contract) minimal Title ivn  Social Services reint>ursenent; fees and contributions; 
third-party insurance payments; and hopefully some additional state and federal money 
for drug programming. Of greatest concern is the collection of hl^ier proportions of 
the budget in fees and third-party payments. 

Due to the lack of federal funding, the following programs have not been ispla- 
mented: crisis hospitalication for children and adolescents; adolescent inpatient 
services; adult inpatient services; and adolescent day treatment program. 

The rest of our staffing grant proposal has been in^lemented but on a smaller 
scale than envisioned. This is possible through funds produced by a .75 mill tax 
levy supported by Franklin County voters. The Center program in Madison County is 
funded through a special per capita allocation from the State Department of Hental 
Bealth and Hental Retardation despite minimal local matching funds. 

Ne are not satisfied that we arc meeting the total mental health needs of 
catchment area residents despite our extensive efforts to involve comnunity members 
such as school personnel, clergymen, and medical professions.'ils in this responsibility. 
It is obvious, however, that the county cannot increase our funding.  Ft>rtunately, it 
is also likely that the county will continue its present level of sipport for our 
program so long as we demonstrate continued ability and desire to meet our share of 
tha mutual contract. 

The most critical issue involved hero, therefore, is not the denial of 
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•arvices to the residents of the Southwest Catchment Area.  It is, rather, the 
denial of services to residents of other areas in the county. The 1970 census data 
places three other catchment areas in higher priority than the Southwest Area. 
(In 1960, Southwest was second priority area.) One of these, East Central, has a 
federally funded comprehensive mental health center (Columbus Area Community Mental 
Health Center).  Program development in the other two areas is greatly hanpered 
because local funds are tied \^ in the Southwest Area.  Federal funding of the 
Southwest program would release approximately $650,000 in local and state funds 
lAich could be used to develop services in the other two areas.  One of these 
(Southeast) has virtually no mental health services at all for a population of 
81,065.  North-Central, currently the highest priority area, contains Ohio State 
ttilversity, which provides some psychiatric services for training purposes, and 
tfillson Children's Center, a small outpatient counseling service with a staff of 
eight professionals, serving a catchment area of 143,649 people. The primary mental 
health facility serving each of these areas is Columbus State Hospital, located in 
the Southwest Catchment Area. 

Ohio Departiaent of Mental Health and Mental Retardation 
Ooltsnbus 

Ohio has been somewhat slow in getting into the utilization of this program, 
primarily because the partnership of Federal, State and local governmental, and 
private non-profit parties was not fully operational until recent years. As a 
result, Hantal Health Centers were slow in getting off the ground in Ohio. This 
leaves Ohio in the unenviable position of being a "poor" state in regards to 
utilization of these funds. 

Now, however, an aggressive Conmunity Mental Health program is resulting in 
narked declines in State hospital populations and much improved services. Therefore, 
we believe it is vital that this legislation be continued in order that the mentally 
handicapped people will be able to benefit from the iii{>rovements of services, the 
ability to obtain treatment at home, the opportunity to avoid the taint of insti- 
tutionalization, and the other benefits of this program.  Furthermore, the requiremtots 
tor broad citizen participation in the program represents one of the few truly 
effective ways in which the consumer can voice his participation in the affairs of 
a health and social services agency.  This is a unique factor which has not been 
often stressed, but which we think characterizes Community Mental Health Centers far 
more than most other health care services. 

Two specific applications have been made in the 15th Congressional District, 
which are now being recommended lor approval.  Immediately at risk are some $3,000,000 
worth of applications which have been recommended for approval, but would probably ndt 
be funded. 

The Federal program has pssvided some $40,751,88 to supplement mental health 
services in Ohio.  Th.>se funds in effect constitute a return to Ohio of Federal 
Income Taxes paid by Ohio citizens.  Ohio is 4Sth in magnitude of shares, meaning 
that our tax dollars are helping 44 states above a level we are willing to help 
ourselves.  The grossly differential funding levels not based on per capita, but 
rather who got there first or who was fortunate enough to have available machinery 
to complete the task is what is shown.  We recognize that much government funding is 
in this competitive pattern but should not be the case for the provisions of direct 
services to people or for programs which are part of a long-range national strategy. 
If we play the game of statutes, then the haves r-•--•.- haves and the have nots 
remain have nots.  But the have nots through taxes continue to si:pport the haves. 
This seems inequitable, both in terms of monies returned to a state and the quality 
of service provided to the people of that state. 
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The loss of $23,000,000 in Cederal tax funds to the state of Ohio's Coinnunity 
Mental Health program will be very significant.  It is clear that where Cormunity 
Mental Health Centers have been in operation for approximately three years, there 
are statistically significant reductions in admissions to state mental hospitals. 
He feel that tl)io'is significant,especially in view of the fact that Ohio's public 
mental hospitals have had great difficiilty coping with the enormous problems they 
have faced in the past few years and have provided what must be described as less 
than satisfactory care.  On the other hand, Cooununity Mental Health Centers prevent 
displacement of the person from his home, his family, often times from his employ- 
ment, and provide for a variety of treatment modalities which cannot be delivered 
from the base of a distantly related State hospital, but must somehow be available 
to the patient within his own coimunity. 

PBNNSYLVANIA 

Ooimunity Mental Health Center 
St. Premcis General Hospital 
Pittsburgh 

Our in-patient and partial hospital services costs can be recovered from 
3rd Party payers such as Blue Cross, Medicare and Medicaid, since perdiems were 
reduced upon receipt of the grant over six years ago.  The aggregate amount now 
received by St. Francis CMHC from a Federal Grant totals in excess of $600,000. 
Whether the County Mental Health/Mental Retardation Office can assume the part of 
this responsibility related to outpatient, satelite, consultation and educational 
and evaluation services over a two year period (due to their budget year being 
July through June) remains to be seen.  Other sources, including the St. Francis 
General Hospital, do not seem to be available to meet a major part of this deficit 
in the foreseeable future. 

Episcopal Hospital CHRC 
Philadelphia 

Episcopal Hospital Base Service Uiit Is a small clinic providing limited mental 
health outpatient therapy (direct service staff of approximately 12 people) to a 
connunity of 150,000.  The clinic is located in the Kensington area of Philadelphia. 
Because the need for more than "token" outpatient therapy is so apparent in the 
connunity, representatives of the comnunity along with staff of the clinic have 
volunteered countless hours over tho past two years to prepare and submit con- 
struction and staffing proposals for a federally funded Conprehensive Community 
Mental Health Center. 

flt the present time there is NO EMERGENCY SERVICE, NO IKPATIENT FACILITY, 
HO PAIWIAI. HOSPITAL, NO CONSULTATION & EDUCATION, AND EXTREMELY LIMITED OUTPATIENT 
SERVICE. 

This Community is on the edge of seeing its tireless efforts fulfilled.  They 
don't understand why there may be no money for their approved proposals.  They don't 
understand why the community will have to continue to have unnecessary crises 
because there will be no service. 
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Northeast Mental Health Centar 
Philadelphia 

Cuts would affect the center's services to children in the following ways: 

Increase need for child hospitalixation 
Delay identification of learning disabilities, 
causing delay of remediation 
Increase divorce or separation rate 
Increase delinquent and criminal behavior 
Increase dcii»nd for placement of children 
Increase behavior problems in school at expense of 
learning students. 
Increase rate of hard core emotional and delinquency 
problems not aaisnable to treatment 

ConaultAttons and education services have already been affected in the following 
Banners 

Schools - In May/72 we had 42 programs in 23 schools with 9 additional 
request for programs from other schools.  Programs included: 
peer counselor training, parent groups, drug education, 
in-service training for teachers and counselors, case consultation, 
rap groups, behavior modification, crisis rooms, classroom obser- 
vation, tutoring programs and child management courses, l^ese 
services %«ere directly and indirectly assisting a potential 
population of 23,000 children in the public schools of our 
catchment area as well as additional children in the Catholic 
schools. Presently, we are providing 2S programs in 12 schools, 
a reduction close to 50%. 

Outreach - (hooie visits, case finding and motivating individuals for treatment) 
From rebruary/72 to July/72 (6 months) 711 individual contacts were 
made. From August/72 to January/73 (6 months) 327 individual contacts 
were made, an approximate decrease of 50%. 

Consultation was similarly decreased to other groups. 

If Seductions Continue 

*WB will have to decrease or discontinue consultation to 3 
housing projects with a population of 1800 individuals 

"Case consultation to Cofimunity Legal Service will have to be 
decreased or discontinued, involving service to 70 individu.ils 
per year. 

•Leadership training for over 30 percent and potential community 
leaders will be decreased or discontinued.  This has definitive 
value in terms of strengthening the cormunity 

•Childrens's .^gency consultation services, directly and indirectly 
assisting 130 to 150 children will be decreased or discontinued. 

•There will be a decrease or termination of participation in connunity 
tasli forces to denl with various community and social problems 

•Consultation to other groups will be decreased or terminated. 
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Northeast Philadelphia Catchnent Areas 

A transitional Outpatient Clinic at Philadelphia State Hospital serves app- 
roximately 400-500 ex-state hospital patients who live in catchment areas serviced 
by undeveloped CMHC's (Catchnent Area SB- Episcopal Hospital; Catchment Area 
7B - and proposed 7C - Nazareth Hospital; lower Bucks County Catchment Area). 
^e services available to these ex-patients are severely limited due to lack 
of staff, space and funds. 

The Outpatient Clinic at P5H is especially known to the coninunity residents 
of catchment areas 7B and proposed 7C.  Unfortunately, although it is clearly 
visible and easily accessible the clinic is not allowed to provide services to 
persons who were not PSH patients.  These two areas have had very little if no 
help in terms of cotimunity mental health services.  This means that approximately 
261,000 people have had minimal services or have been left to their own devices 
to deal with mental illness. 

At the present time, both 7B and proposed 7c are looking for and negotiating 
to contract various mental health agencies to provide mental health services 
siandated by the Community Hental Health Centers Act.  Without sufficient federal 
fuids (as well as funds from the State and local levels) , the two comnunity boards 
of these catchment areas will not be able to secure adequate services for their 
oonatltuents. 

Philadelphia Centers 

A total loss of approximately $7,863,078 in new Comunity Mental Health 
Center programs and new drug and ^llcohol programs  for the  uncovered catchment 
<ireas can be expected as a result of  the new federal  fiscal policies. 

The loss of new mental health programs  for children cannot accurately bo 
estimated because most of the plans had only recently t>cgun.     One catchment area, 
planned to initiate a comprehensive children's program that was budgeted at 
$1,011,786 in  total cost for fiscal year 197"! but would liavc required less than 
half that amount in  federal  staffing grant support.     The value of three 
planned children's programs was approximately tvK> million,  of which about $600,000 
would have been eligible for reimbursement through federal  staffing grants. 

The effect of the  federal budget  for 1974 on the proposed new alco)iolisa and 
drug abuse programs remains to be calculated since  federal sif)port  for new 
programs  is budgeted in  "formula" grants to the  states.     However,   the amounts 
appropriated for fiscal year 1971,  -  $30 million for alcot^isn programs 
$15 Billion  for drxxg abuse programs,  and $40 million for drug abuse prevention 
and treatment programs   (under tha general direction of the Special Action Office 
for Drug Abuse Prevention)   will clearly be  inadequate to enable the Centers in 
Philadelphia to coiif>ly with the  federal requirements to develop these programs. 

One of the roost alarming ways in which existing Corasunity Mental Health Centers 
are affected by the federal phase-out is in the  consequent necessity to increase 
the kind of services which are  reimbursed by health insurance programs as a 
means of replacing the reducing federal contribution through staffing grants. 
This economic restraint seriously undermines the prime purpose of Centers to 
intervene at an early point and to prevent disability since it rewanjo'd treatment 
of exlsitng disorders.     The consultation    and Edu::ation Services,   are particularly 
hai(>ered by this trend,   since by and  large,   third party payments are not available 
to support this function. 
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Additionally, the original principle that community mental health programs 
should be available to all people regardless of their personal income will be 
gravely impaired by policies favoring those who are either sufficiently poor to 
qualify for Medical Assistance, or sufficiently well off to buy commercial 
health insurance plans. 

Windham County Mental Health Service 
Vermont 

Windham County Mental Health and Windsor County Mental Health submitted on 
February 1, 1973 a joint Staffing Grant application which culminated two and 
one-half years of work.  This application was developed at a grass roots level 
involving the establishment of Task Forces on the local level to determine the 
unmet social needs of our total population.  There wore Task Forces on the 
Problems of the Aging, on Alcohol Abuse, on Drug Abuse, on Problems of Youth, 
on Mental Retardation, on Developmentally Disabled including Epilepsy and 
Cerebral Palsy and on the Problems of Low Income Vermonters.  All of these 
task forces were established based on the understanding that if a con^rehensive 
service delivery system could bo dcvaloped on the local level it would be 
supported by a Mental Health Staffing Grant. 

The fact that Bennington and Rutland have received such a grant and provide 
comprehensive mental health services is a very visible contrast to the lack of 
similar services in Windham County. 

WASHINGTON 

Comprehensive MHC of Tacoma-Picrce County 
Tacoma 

At the time our eight year staffing grant runs its course, we will be 
receiving approximately 5215,000 in Federal funding, which would then be lost. 
That represents approximately thirty-throe percent of our budget.  Although the 
State is moving to increase its appropriation for community mental health (the 
budget is about doubled 'ind the priority v?ill be ^iven to reducing st.^te hospital 
admissions) the tctal amount of non-Feder.il funds which will be available 
at that time will not make up for the loss of Federal funds.  It's difficult to 
predict, but I would guess that we nay ci^cct to have approximately half of the 
loss covered. 

That is the budget for our present program; we are just opening a childrens 
services program and expanding services into a rural portion of our catchment 
area vrtiich has not betn previously sorvod.  Wc are also affiliated with the local 
Council on Alcoholism which is a developing program and we are a member of 
an alliance of drug abuse agencies which is trying to develop a con^irehensive 
program for this County.  All of those efforts would be very severely effected 
by loss of Federal funding because our resources would have to be diverted to 
make up that loss.  We would not be abl;> to continue expanding our services 
to meet well documented local needs. 



strangely enough, one of the effects of this anticipated cutback nay wall 
be to increase the amount of indirect service that we provide. This may be in 
contrast to what you are hearing from n«my centers, but if I have to do a major 
service reduction I will be recommending that we shift to service strategies 
«^ich have demonstrably greater iitpact on coimunity mental health need.  Itiat 
is, we will work more closely with other organizations and support them as 
they deliver services rather than atteiifit to maintain onz current level of 
clinical service delivery. 

J*ril, 1973 
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Mr. MORRIS. I would like to turn to Dr. Carver and subsequent wit- 
nesses to have tliem tell you briefly of their programs. 

STATEMENT OF JOHN CAKVEE, PH. D. 

Dr. CAR^-ER. I am John Carver. I would like to spare you a blow- 
by-blow, detailed story of the problem in Texas. I have a statement I 
would offer for the record. 

Mr. ROGERS. Without objection, it will be made a part of the record 
following your summation. 

Dr. CARVER. I am jjlad to be back but not too glad to find a great 
deal of time going into whether we have done a good job with the 
program and whether we should or should not continue. 

I suppose I should move to the next plateau and say: All right; 
what can we do to make the program better? I am not happj' about 
that and will be glad to see the committee get into that part of it. 

My prepared statement is highly critical, highly self-critical, of our 
programs. 

I regard myself as somewhat of a renegade in the field, with great 
love for it. I served as chairman of the National Council of Com- 
munity Health Centers, as you are aware. Maybe I am the loudest 
spokesman about change \vithin the system mainly because I believe— 
and perhaps this is a statement of what community mental health has 
to offer—I believe self-criticism is the most healthy thing that can 
happen with it. I say that because very often my statements are taken 
as lack of support, and I don't want that interpreted that way. 

I am totally in favor of the continued Federal role, primarily be- 
cause I see the system having developed at this point to the phase at 
which this subcommittee and the counterpart in the Senate can get 
hold of what is happening within community mental health and make 
it much, much better than what it already is. 

I see a loss of that role if Congress is stripped out of its policy- 
making position with regard to community mental health centers, 
nature of service, the nature of what we deliver once we get there. 

The State of Texas Department of Mental Health and Mental Re- 
tardation reaffirmed its support that it will not let connnunity health 
centers currently exi.s'ting die. However, it is not yet to the place where 
it can provide the impetus for new starts in the way the Federal role 
could do. 

National health insurance, even if it becomes available with fund- 
ing for mental health coverage, introduces as many problems as it 
does solutions, as has l)cen discussed by Dr. Roy. Funding systems, 
either with no service system or inadequate service system or anti- 
quated system—which the community health system will be in a num- 
ber of years if we don't continue to update it—will cause a rise in 
prospects. 

As Dr. Brown said, the danger to services is great. This is the most 
fruitful area in terms of prevention, and long-term numbers of service 
units per dollar is the part that gets cut first when we have budget 
shortages. 

Tliis subcommittee went on record in favor of getting a special 
thrast into the indirect services. Those are the parts that will be cut 
first should we shift to just the fee for service funding. 
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As I remember. Mr. Nelsen, you introduced that into the committee. 
It is time for furtlier action by Conf^-ess to continue updating wliat 

we are doing in mental health centei-s, and T look forward to our turn- 
ing our full interest to that. 

Mr. ROGERS. May I interrupt for a second? I apologize, but I have a 
commitment I must go to right now. I think what we will try to do is 
get further testimony and questioning on the record with Dr. Roy and 
Sir. Nelsen. Then we will come back at 2 to answer further questions 
and to hear the rest of the witnesses. 

Dr. C.\R^'ER. Would vou like us to continue? 
Mr. ROY [presiding]. Yes. 
Dr. CAR\-ER. My role in Houston, Harris County, as director of Har- 

ris County Mental Health and Mental Retardation, is a leiral, separate 
entity from county government, but both are operated by the same 
persons. I have been there several months, and the things I have gotten 
mto are management overhaul, totally redesigning the lines of man- 
agement control, as we see what should be done in the programs, and 
redefining the mandate of mental health in Harris County. 

We spend a lot of time working with other public agencies—^pro- 
bation, child abuse, other private agencies such as family service, there 
are hundreds of agencies serving mental health or mental-health- 
related kinds of needs in Harris County, Tex., almost 2 million popu- 
lation. The role of mental health in that community is spread around 
so you can't nail it down to any one agency. 

We have seen our role as not only providing services with our Fed- 
eral money and other sources of income but as helping pull together 
a network of human services within Harris Coimty which would per- 
haps serve our future world where services are scattered about, people 
don't know what each other is doing, and even public mone}' goes into 
a total scatter in a gap system. 

Mr. ROY. Can you do that without discouraging some of the efforts 
of voluntarj' organizations? In other words, doesn't their effort to 
centralize somewliat dampen some of the voluntarism which has been 
useful although not coordmated ? 

Dr. CARVER. We have not found that to be the case. It may be be- 
cause of the manner of centralizing; that is, we do a whole lot of 
involving people in the process. Going ahead and planning, if you 
don't plan to actually do, you get in a quagmire of input and nothing 
happens. 

Inviting community criticism of what we have done—this is a 
strange process we are trying out, and voluntarism has not suffered. 

In redesigning our program, our service delivery, this is the begin- 
ning throughout our service units; we have two community health 
units in our 10 catchments. In redesigning our ])rogram, we are look- 
ing very hard at the kinds of things mental health says it is tr^dng to 
do but has not gotten around to domg. That is the great area, of unmet 
need where the usual excuses are too little money and too little man- 
power. They are not good excuses, and we have a long way to go in 
redesigning our service system. 

We are redesigning several things. We redesign what the profes- 
sional role is in the delivery of services. 

Mr. ROY. Let me interrupt again. Are you getting good physician 
participation in the efforts you are making ^ 
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T)r. CARVER. AS a matter of fact, I hired a new psychiatrist iiist for 
helping us work through some of the difficulties of this in addition to 
pei-sons oji the staff. 

Mr. ROY. Are you getting cooperation from physicians other than 
psychiatrists, from other organized groups in Harris County? 

Dr. CARVF.R. This is yet to be seen. It may be an area of difficulty 
and it may not. 

I will end my comments rather quickly. I know we are pre&sed for 
time. 

I would like to work in the area of health concents as training con- 
cents. We have isolation whore we don't have facilities for training. 
We need training for mental health professionals and other related 
fields, people doing the mental health work, the c1erg\-, schools, pub- 
lic health nurses, welfare workers, and a great number of persons who 
do more mental health work than all our centers can ever do. Perhaps 
it is of a different nature, but there is no excuse for not making re- 
sources available to make those skills available throughout the coun- 
try. That is the only wav we will get the prevention. 

I will stop because of time. 
[Mr. Carvers prepared statement follows:] 

STATEMENT OF JOHN CARVER, PH. D., ExEctrrrvE DIRECTOR, MENTAL HEALTH AND 
MENTAL RETARDATION AUTHORITY OF HARRIS COUNTY ; HOUSTON, TEX. 

Mr. Chairman, members of the Subcommittee, I am John Carver. My academic 
training is in biisines.s administration, economics, education and clinical psy- 
chology. I am a pa.st Chainnnn of the National Council of Community Mental 
Health Centers; I am employed as Executive Director of the Mental Health and 
Mental Retardation Authority of Harris County in Houston. Texas. My Board 
of Trustees is the County Commissioners' Court and the service area over which 
I have responsibility Includes ten federally defined catchment areas serving the 
almost 2,000.000 iieople of Harris County, Texas. 

Our programs relate in some way to almost all facets of human services from 
health clinics to child welfare to drug abuse to sj)ecial education. We have a 
growing use of paraprofe.ssional manjiower and an abiding commitment that 
program overhanl and reconceptualization are needed far more than additional 
money to make our .services make .sense. 

Inasmuch as this Subcommittee has interest in the qualifications of those who 
serve in mental health centers, I will limit this prepared statement to a few 
comments alwut reconceptualization as it relates to that topic. My remarks are 
intended to represent no one's views but my own. 

We have gotten ourselves into quite a bind with reference to qualifications in 
this field. Various myths have cluttered our thinking and sometimes fattened 
our budgets: high academic training is necessary to be a good therapist; mental 
health is a medical matter; paraprofes.sionals are second-best servers to be u.sed 
with the poor; a community's mental health work is done by the mental health 
professionals. On these myths and more we have based much of our mental 
health establishment. They are highly suspect. 

Qualifications are imjwrtant. But we have too often looked at the wrone ones. 
We make the mi.stake even now of as.suming that the higher the academic degree, 
the greater is a person's credentials for helping others. There is no research 
support for that. Vested interest support, however, abounds, particularly in 
psychiatry, clinical psychology and clinical social work. In fact, we would be 
quite hard pres-sed to .show you that a psychiatrist, as an example, can produce 
any better jsychotherapy results than can a carefully selected, trained layman. 

Unfortunately, we discu.ss standards and quality as if our professional biases 
were not involved. .\nd we often end up with "quality" defined as providing any 
given service with the most overtrained. exi>ensive person available. It is strik- 
ing how pompous we can become about quality of care in a system which by its 
own admission misses at least !>.'?% of the problem area. Tlie unmistakably pro- 
fes.sional air to our irrelevance ser\-es to protect us from the pain of mis.sing 13 
out of 14 seriously disturbed youth  (Joint Commission on Mental Health of 
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Children Report; even with a grain of salt, this statistic has Impact). Yon don't 
repair that kind of failure rate by adding more money, neither do you swallow 
the hog^\'ash that we cannot do more because of our man]>ower shortage. We 
truly have much to learn about the ase of what we already have. 

There Is a critical role for professionals, but that role Is to pass on to others 
the skills and insights which they pos.sess. Off-staff this training function should 
be worked out with schools, public health nurses, physicians, parents, clergy 
and others so that onr communities and the people who affect them shall have 
maximal acce.ss to the practical details of developing healthy children and adults 
and of dealing with the troubled. After all, the.se are tlie people seeing 14/14 
of those disturbed kids, not 1/14 as are we. But the real payoff is that these are 
the people whose contact with the total population puts them in a unique i>ositlon 
to prevent emotional disorder, criminal behavior and the myriad other problems 
of emotional growth. The economics of this approach are obvious. 

Intramurally in the management of the more direct mental health services, we 
must make greater use of academically lesser trained therapists for two main 
reasons. The first is the need to reach more persons In pain for the same dollar. 
Exi)erlence shows this certainly can be done. The second reason Is In the long 
run more Important. We must model a belief that the therapeutic function is 
primarily a human helping relationship, not the medically modeled function of 
Dr. Shrink acting upon a "patient". This calls upon us to believe in people more 
than we have so far. For we can never begin to approach the mentally healthy 
community so long as mental health is a territory held by the exfierts, carefully 
protected by the guilds of our trade. Psychiatry may be the worst offender in 
this regard, but I can assure you that my own discipline, were It on top of the 
pecking order, would be no different. 

Already these factors have led centers to greater use of paraprofesslonals. but 
often in menial roles or, on the other hand, in responsible roles not adequately 
backed-up. There are a number of instances where a good balance has been 
struck, but the amount of mental health dollars so spent make up a .small pro- 
portion of the whole. Where the idea has worked best. I suspect you will And 
a professional staff which is not only competent but, more important, personally 
secure. To bring about growth and effectiveness in others calls for growth and 
effectiveness in the teacher. We must remember j>ersons become mental health 
professionals by academic achievement, not by being mentally healthy. Conse- 
quently, our ability as persons to help others grow (with the exception of tech- 
niques and concepts) may be no better than anyone else. Watching how the pros 
problem-solve in staff meetings and how we deal with each other in our personal 
lives will illustrate my point. 

The techniques and concepts are what we have to oflfer; they can be taught, 
someone taught them to us. Ideally, our direct service centers would have a 
small core of professionals who could also personally live this quality we call 
mental health. We would have a mnch larger staff of thenipists or coun.selors 
whose academic level would be irrelevant. They would be chosen on the qualities 
of being sensitive, intelligent, eager to learn and to grow themselves and would 
have tasted enough life to help others. 

Direct counseling would be done by these people (the term "paraprofesslonal" 
I would intentionally drop) with adequate training and careful supervision 
done by the high cost staff. The expensive staff would al.so be giving a consider- 
able and increasing amount of time to extramural programs to enrich the emo- 
tional growth skills of teachers, clergy and the host of others. Primary preven- 
tion through these others would be programmed to l)ecome more and more the 
raison d'etre of the center. 

Almost no direct therapy would be perfonned by the high cost staff except as 
a co-therapy training experience for a minister from the community, a staff 
counselor, a school guidance counselor or other person whose skills could grow 
through such an exposure. But let us use only the professionals who bring out 
the growth In people for this task: not every clinician is good at this. Bitter pill 
though it may be, there is some obligation for publicly supjwrted mental health 
programs to employ professionals who are personally effective and insightful, 
whose heads—as well as dli)loma.s—are "together". 

The field of mental health, due In large part to community mental health leg- 
islation, has come face to face with a dilemma of future .shock. Multiple social 
problems are increasingly seen In mental health terms: drug addiction and abuse, 
child abuse, crime and delinquency, rehabilitation, alcoholism, broken homes, 
education, the problems of aging, of early childhood development and of mental 
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retardation, not to mention turmoil In the streets. And the Congress on several 
occasions has asked community mental health centers to reach out more broadly 
(witness the areas of aging, alcoholism, drug abuse in addition to re-emphaslz- 
Ing services to children and state hospital patients). Properly examining what 
mental health is all about would certainly And the above list to be relevant. 
Indeed, we have a tiger by the tail. 

To speak of really serving all theae needs—or any one of them—with the 
operating style we now employ makes hollow rhetoric of our buzzword "com- 
prehensive" and a farce of this Subcommittee's hopes. Thirteen out of fourteen 
is a diflScult statistic to square with our rhetoric. And when we hear claims 
that the Community Mental Health Centers Program has achieved comprehen- 
sive mental health coverage for 50,000,000 Americans, one wonders just which of 
the other claims are equally meaningless. 

While the Congress is itself no stranger to rhetoric, it has on the other hand 
been able to cut through to reality on enough occasions to give us hope. Much 
depends on you as you iwnder future legislation and funding patterns. For the 
path of our services follows the available dollar far more than reason, research 
and rhetoric combined would have it go. 

But despite my own evangelism for change and despite the organizational and 
guildism trickery we are heir to, the optimistic fact is that community mental 
health has the verve and self-criticism to lead in its own revitalization. The 
faith and good fortune I have j)ersonally enjoyed from my colleagues testify to 
the acceptance of even sharp criticism. 

But our desire to change and improve continually must be aided by those who 
set the guidelines. Help us make it better. Do not ask us to quote la.st year's 
client figures, ask what new ways have been tried to reach the persons we did 
not see. Ask not how many psychiatric beds we need, but how many we can 
cause to go empty. When we quote those frightening statistics on mental dis- 
turbance, ask us not to forget them as soon as we start designing our programs. 
You see, we seem to remember the size of the problem only while asking for 
more money. Help by setting the financial contingencies in authorizing legisla- 
tion so that there Is payoff for mo\-ing In progressive directions. 

In fact, this Subcommittee led the way in 1970 when it wrote the Mental 
Health Con.sultation Grants amendment into T.L. 91-211. That was the only 
Congressional move until that time or since designed specifically to influence the 
mode of service delivery (cutting across all service targets such as children or 
other groups). Lack of funding left it ineffectual, but the precedent was set. The 
Amendments of 1970 made a statement of Congressional approval of the special 
nature and potential of the indirect services (training, consultation, back-up). 
Due in part to this aflSrmation by the Congress, we now hear much of the notion 
to fund the indirect .services separately when i)ervaslve insurance coverage some- 
day provides revenue for the direct services. 

We need very much to have the financial rewards clearly in line with the 
public good. They are not now and the advent of National Health Insurance, 
should emotional disorder coverage be Included, threatens to make the situation 
worse by enticing us back into more regressive forms of service. Xo one can set 
these matters in order but the U.S. Congress and the Community Mental Health 
Centers Program must be responsible to take It from there. 

Mr. ROY. Ordinarily, I think, we would tnke your statements suc- 
cessively but, becausi> we may get a quorum call at any time, I will 
ask Mr. Nelsen if he has any questions. 

Mr. NELSEN. Not at this time. 

STATEMENT 01 ELMER EDIOER 

Mr. EDIOER. I am Elmer Ediger from Newton, Kans., near Wichita. 
Because part of the context for this hearing related to questions of 
internal administration, I am tr;ying to represent somewhat the in- 
ternal experience of administration and, by way of further back- 
ground, I have been administrator, executive director of the center 
for 15 years and with 10 years of previous e.x|)erience. 

I come to the field of administration not via the mental health pro- 
fessions but via the field of management in general. 
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Our center is actually somewhat diflFerent from many other centers, 
and this is, in part, necessary to give this background so you can ap- 
{)rcciate what I am saying. "We are a nonprofit center wliicli existed 
ong before the Federal mental healtli legislation came along. We 

have a psychiatric facility, not a mental health center, with a hospital 
and some outpatient services. 

Then later we took on the responsibility of three counties as a catch- 
ment area on a contract basis, so that we have in our program a catch- 
ment program, and this extends more widely, much like a voluntary 
general hospital would serve a wider teri-itory. 

Our staff consists of 4 full-time psychiatri.sts, 6 psychologists, 12 
social workers, and a total of about 110. 

Since becoming a community health center, we have focused 
strongly on the matter of the chronically mentally ill, those who have 
been in the State hospital before. We have built a close working re- 
lationship with the Stat« hosj)ital but, more important, we have devel- 
oped alternatives to the hospital situation in the local community so 
we have reduced hospital stay and admissions to the State hospital to 
among the lowest in the State. 

We have no State financial support with which to do this. We have 
up to a half-mill local levy, so you see we are very much limited. It is 
about a dollar per capita. So really what has enabled us to develop this 
type of comprehensive program with all these alternatives has literally 
been the Federal Staffing Act moneys. 

With regard to our administrative pattern internally, there are 
several things which we feel are important. In our case, we believe 
that it is difficult to find in any one executive all the qualities that are 
needed for good management of what a mental health center repre- 
sents. 

A mental health center is a professional operation and also very 
much of a total business and management operation; so, in our case, 
the nonprofit board designates two ))e<)ple-—a chief executive who is 
not a mental health professional, such as myself, and a medical direc- 
tor, who uses only a minimum of his time for actual management 
services. This responsibility is delegated through the rest of the orga- 
nization. We follow througli on the same principle where we seek to 
build in other types of administrative leadership aside from the men- 
tal health profession. 

A second thing, with regard to the administrative pattern, we have 
a long history really of having to be accountable, partly because as a 
nonprofit center we have had to pay our way, find a way of paying our 
way, so we have souglU to develop means which are now, in part, being 
followed by other centers. 

This has to do with an information system with regard to what 
happens to the professional staff person"s time. We call this an event- 
monitoring system, in which tliere is a daily record and it is computer- 
ized and there is a feed-out to the per.son and to a supervision and 
periodically a summary so we can clearly assess where our time is 
being used. This is a vei-y important base for management. 

Third, I would like to mention the fact that we have found it neces- 
sary to develop norms of protluctivity for professional staff, knowing 
that we have to pixxluce a certain number of direct service hours which 
are, in a sense, partially billable through dii*ect patient service or 
consultation services. 

21-333 O • 73 - 6 
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We have an average setup. On an average, all the mental health 
professionals together must average 26 hours a week, rouglily 22 or 23 
percent. However, we negotiate the norms with each pei"son, .so some 
may have a norm of 20 hours and another a norm of 23 hours. This, 
coupled with the monitoring system, enables us to know where we 
are, what our services cost, and wliat is net^essary. 

On the question of what percentage of our time  
Mr. ROT. Excuse me; I am sorrj'. 
Mr. NELSEN [continuing]. That is the second bell for a quorum call. 

We will be back at 2. 
Mr. ROY. WC will recess until 2 p.m. 1 apologize to you gentlemen, 

but we will meet at that time. 
['V\niereupon, at 12:20 p.m. the subcommittee recessed, to reconvene 

at 2 p.m. the same day.] 
AFTER   RECESS 

[The subcommittee reconvened at 2:15 p.m., Hon. Paul G. Rogers 
(chairman) presiding.] 

Mr. RooERs. The subcommittee will come to order. 
We will continue our hearings on oversight on the community men- 

tal health centers program. We were in the midst of a panel presen- 
tation and we have concluded Avith two of the witnesses and have two 
more statements f i-om the panel. 

Mr. EDIOEK. In etl'ect, what I was saying is: As community mental 
health centers are liecoming more mature, they are learning methods 
of accoimtability. I was trying to illustrate in our own center what, in 
particular, we are doing in that regard. 

In another center—for example. Johnson County, which Congress- 
man Roy represents—the center has a sort of goal with 50 percent 
being direct services to patient, 25 percent other services, and 25 per- 
cent administration, patient, and other. 

That gives you a little feel of how we are struggling with that. 
I would like to make a few comments with regard to some financial 

problems we encounter in administration. One has to do with regard 
to title 19. Even though Congress passes the legislation allowing for 
that kind of insurance, that kind of a pi-ogram to be utilized, there 
was often a big gap between tliat and what we find usable on the local 
level, particularly becauFc the State plan is that which has to be in 
accord with it. In our case, we get only about 2 ])ercent'—even though, 
it is a very helpful 2 percent—of our income from title 19. 

H.R. 1, last year, corrected one of the discriminations against the 
free-standing community mental health centers and allowed coverage 
for those under 21 years of age in the hospital, the injiatient side, yet 
we still seem to be a long way off from being able to collect on that. 
Again, it is a matter of Federal regulations as well as State plans that 
have to be modified. 

The place where we probably woiild hurt most if we have to rely 
mainly on third-party payments, including national insurance, is with 
regard to those types of services which are most like public health 
services, where there is the pursuit that is involved of the patient, the 
going-after in terms of education of tlic community, developing 
means of reaching the various high-risk groups. 

Right now, we are hurting very badly for lack of funds for alco- 
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holism. There is a big push from the State level. They have money to 
promote it, but we have no money to carry out services unless we go 
ror a staffing grant for services if that were available. 

On alcohol, aging, schools, we do not have staffing support. At the 
point where that runs out, we will be hard pressed as to how we carry 
on that type of program. 

Finally, I would like to underscore what I think Congressman Koy 
was saying before, that we have re^ilized, through the Staffing Act, 
that this has greatly changed our system of delivery from being a 
hospital, an outpatient program, to a program which really works 
toward health maintenance, keeping people out of hospitals, but, 
even more than that, keeping them well. This is one of the things 
which I feel a national health insurance program does not as yet 
recognize. 

Mr. ROGERS. Thank you for an excellent statement. 

STATEMENT OF DR. HERBERT DIAMOND 

Dr. DIAMOND. Mr. Chairman, I am Dr. Herbert Diamond, medi- 
cal director of the West Philadelphia Community Mental Health Con- 
sortium and assistant director of the division of community psychiatry 
of tlie University of Pennsylvania School of Medicine. 

I would like to describe our center and comment on some of the high 
points of our current thrust in developing a different kind of delivery 
model in West Philadelphia. The West Philadelphia Consortium is 
one of the largest and most diversified community mental health cen- 
ters in Pennsylvania. It is an affiliation of six hospitals, educational 
and some other planning institutions of the I^niversity of Pennsyl- 
vania, the Community and Child Guidance Clinic and the Elwyn 
InstitutOj^ a nationally known institution in mental retardation. The 
name "Consortium" was selected for these multiple cooperative 
affiliations. 

We have a program including five mandated services, a program for 
alcoholism, a narcotics rehabilitation program, children s services, a 
rehabilitation service for former hospital jiatients, an emergency home 
visiting team, a day care program for mentally retarded children, a 
workshop alcohol i^rogram for adults and, last week, moved a reha- 
bilitation center to a new facility which will allow us to develop a 
major rehabilitation program. 

We have tried to augment service capabilities and maximize dollars 
through linkages with existing progi-ams and agencies of known 
competence. 

I would like to comment on that a little furtlier, on the emphasis we 
are placing on affiliation. Wo are currently involved, for instance, in 
trying to develop an affiliation witli the Philadelphia State Hospital 
so as to relate some of their expertise in the community aroimd prob- 
lems that involve tlie kind of chronic patient who might at some point 
possibly be transferred to the State hospital. 

Another affiliation that we have been enjoying is one which involves 
the Philadelphia College of Podiatn'. Tlie dean of the college had 
been interested for some time in developing a modern podiatrist who 
can fit in with the modern health care team and, for several yesirs now, 
we have had the senior class on field placements within the agency in 
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some special propframs. Not onlv do they get to see the community 
health system and see how we cJeliver services but they also have a 
chance to evaluate and respond to some of the podiatric needs of 
chronic psychotic patients and particularly one of our large programs 
for older adults. These patient problems are identified and referred 
down to the college, where they, in fact, receive direct care. This is 
another piece built into the system through affiliation without addi- 
tional cost to the community health center. 

The services that we are now developing involve considerable num- 
bei-s of i«itients. I won't at this point go into sjiecific numbers but 
comment that the service demands tliat are currently presented to our 
clinical staff require a range of skills. Although I know what psychia- 
trists can do, I also know what kinds of areas that we don't have 
skills to respond to, so we have a range of skills represented by pro- 
fessionally trained sotnal workers, psychiatrists, many of whom are 
part time, a number of bachelor degree social workers whom we train 
ourselves, psychologists, registered nurses, licensed practical nurses, 
pharmacists, and a large group of paraprofessionals. 

I would like to point out our enthusiastic commitment to this team 
approach of mental health care. The skills acquired extend beyond the 
competence of any one health field, and we recognize that and have 
moved actively to recruit the range of professionals that I have just 
mentioned to you. 

Such a model takes advantage of, utilizes, and meshes a range of 
required skills from a number of relevant professional fields and j>ara- 
professional experience. 

I would like to comment on the fact that our emergency service, 24- 
hour emergency service, has really been built around an impressive 
staff of psychiatric corpsmen who receive their training in the Navy. 
We have an emergency mobile home visiting team that is currently 
based around the skills of a jxiraprofessional who has been specifically 
trained in crisis intervention. 

This model, too. we were actively pureuing. Paraprofessionals make 
a tremendous contribution to us, and they are specifically ti^ined for 
their basic roles. 

We are actively involved in communitj' outreach, but we are very, 
very sensitive about the kind of staff activities that go on in the com- 
munity, and we monitor such outreach veiy, ver}' closely, limiting it to 
areas appropriate for mental health and areas where we feel we have 
some competence. 

Another high |X)int, that I will end with, is one we have recently 
become very much involved in, and this has to do with ne«ds for 
increased management skills throughout the agency. Last year we pur- 
chased a progi-am course of instruction from the American Manage- 
ment Association and have Ijcen using this very effectively with all our 
senior staff—as a matter of fact, throuirh all staff in the organization 
who have supervisory responsibilities. We have done this in our inter- 
est in increasing managei-ial competence throughout the agency. 

In summary, I would like to review that the current thrust of our 
individual center at the present time is focused on the further decen- 
tralization of services, getting services out in the community, build- 
ing a range of services into our outreach neighborhood facilities, af- 
filiating with other local mental health or mental retardation related 
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agencies, active pursuit of the mental health team approach, and im- 
proving our management skills so we can facilitate more effective 
service, data collection, and fiscal accountability. 

Mr. ROGERS. Thank you very much. Dr. Diamond, Mr. Preyer. 
Mr. PREYER. HOW widespread are the crisis prevention teams in the 

mental health centers ? Are they fairly common among mental health 
centers? 

Dr. DIAMOND. That is one of the five basic services—that emer- 
gency service. 

Mr. PREYER. Is that broad enough to cover the marital and domes- 
tic dispiites to which jxilice are often ineffectively called? 

Dr. DIAMOND. I think to relate to that kind of problem, we do that 
through consultation with police departments. 

Mr. EDIGER. I think urban centers are more organized in terms of 
district teams than are crisis intervention teams, usually parapro- 
fessional teams that go out along with police calls. We have our staff 
on standby by telephone but, in addition to that, we have developed a 
voluntary crew that involves the chaplains of the community who are 
under our direction who, in different types of crises, are available to 
the police and who go out. This way we don't rely entirely on our own 
staff. 

Mr. PREYER. I just want to thank the gentleman for an excellent 
statement, and I am sorry I missed the earlier part this morning. 

Mr. ROGERS. Mr. Hastings. 
Mr. HASTINGS. Thank you, Mr. Chairman. I also apologize for not 

hearing your statements this morning. I have tried briefly to read 
them. Dr. Diamond, how old is your program ? 

Dr. DIAMOND. Six and a half years. 
Mr. HASTINGS. You are just about at the end of your Federal fund- 

ing? 
Dr. DIAMOND. Yes, shortly. 
Mr. HASTINGS. What money is provided by the State ? 
Dr. DIAMOND. The State picks up 90 percent of the balance. We are 

at a 30 percent Federal level, and there is 90 percent of the balance by 
the State, 10 percent by the city. At this point, we don't know what 
the State will decide about the 30 percent. 

Mr. HASTINGS. The actions of the administration do not affect your 
mental health centers ? 

Dr. DIAMOND. Not in the next year. 
Mr. HASTINGS. Not at all. I understand they will honor all their 

obligations. That is what they testified. Your concern, I am sure, is 
the same as ours—to start new community mental health centers 
throughout the country, we must continue the Federal obligation? 

Dr. DIAMOND. Absolutely. 
Mr. HASTINGS. The rural areas—can you tell me, any one of you, the 

breakdown as to tlie number of community mental health centers in 
the urban areas as opposed to the rural areas, in numbers? 

Mr. MORRIS. I don't have those .statistics offhand. I can get them for 
you. I think it is probably somewhere around half and half. 

[The following information was received for the record:] 
Two hundred and three federally-fnnded centers serve one or more rural 

counties (out of a total of approximatel.r 500 federally-funded CMHC's) ; this 
represents approximately 30 percent of all rural counties in the United States, 
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Mr. EDIGER. I think less than half are niral. 
Mr. HASTINGS. That is my nnderstandinfr. Is there a way we can 

make community mental health centers more effective in rural areas? 
Mr. EDIGER. I think we have one center in our State, Hiph Plains 

Mental Health Center, which serves practically one-fourth of the geo- 
graphical area of the State. 

Mr. HASTINGS. What State? 
Mr. EDIOER. Kansas. It is the more sparsely settled counties it serves. 

For example, they will have a staff member assigned to a particular 
county, and this person, whatever it is. will make a weekly or monthly 
trip to that county seat. While there, he touches base with various 
groups for consultation. 

The other thing we have done: In that particular center, we have 
health education programs, where a center staff person will go into a 
community and work with Home Extension Service people, the other 
educational groups, and train them with family life education. 

Mr. HASTINGS. It provides a broad range of parapixjfessional sen'- 
ices. That is difficult in a rural area. 

Mr. EDIGER. Day care center does not work well in a rural center. 
Mr. HASTINGS. Hopefully we are going to extend the Community 

Mental Health Centers Act 1 year. Then, during that time, we will 
look for possible changes. Will you have recommended changes you 
will make to the subcommittee ? 

Mr. MORRIS. Yes; I referred to some in my testimony. We will have 
detailed recommendations at the time the subcommittee wants them. 
Some do go to the problems confronting rural areas. We find in rural 
areas the operational costs are generally much liighcr than in urban 
areas. The nonstaffing cost is larger because of the transportation, 
long-d'stance phones, additional facilities required on a few-days-a- 
week basis. These are things to be looked at more closely. 

Mr. HASTINGS. I have a continued interest in these. I don't have any 
in my district. We had one at one time that didn't work out. That does 
not lessen or dampen my enthusiasm. 

You talked. Dr. Diamond, about involvement in the community. 
There has been some complaint that some programs have l)een overly 
zealous, like OEO, who come in on this. Do you find much of that? 

Dr. DIAMOND. We are clear the outreach programs in our center, 
the community organizational staff, that they limit their activities to 
areas relevant to mental health. We don't feel we have competence 
or relevance to many areas of social unrest and political action. 

Mr. HASTINGS. Some people say that is a good direction for mental 
health to get involved throughout the country. Is it A-ery prevalent 
throughout the country—that type of involvement ? 

Mr. MORRIS. We did a survey of some of the members on the Na- 
tional Council of Community Mental Health Centers on this issue, 
and I will be glad to submit a brief report we have. 

Mr. HASTINGS. That is like having a rabbit watch over a lettuce 
patch, isn't it ? 

Mr. MORRIS. Perhaps. We did come up with some conclusions. 
Briefly, they are these: This type of activity was perhaps more preva- 
lent in the early days of the program than it is currently be^-ause the 
program was to develop more structure and the needs for this type of 
activity are perhaps not as great as they were once. 
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This sort of activity results from, in part, the community boards 
perhaps seeing tlie need for some sort of stimulus in this area. The 
community boards in many cases are the ones that run the programs. 
There are community education programs connected with many of the 
centers, and these were often perhaps part of the type of activity that 
you are talking about. 

Then there is a category of individuals associated with many com- 
munity mental health centers who are referred to as the comnmnity 
mental health workers or organizere, wlio have some role in this area. 

The nimibers of centers involved, we found out, in any form of 
social action work is not liigh, at least according to our preliminary 
survey. Tliis requires much more in-depth study to arrive at any 
significant conclusion. Those principally involved are in poverty areas 
needing this type of activity. 

A small part of the social workers in the past have become involved 
in an adversary role rather than being involved in a catalyst role as 
part of other action groups. Undertaking this role, it is generally by 
default. There are no other social activities in the area and, if the 
center failed to act, no action would be taken. 

Such actions have happened in urban poverty areas. ^Vhere this 
action has happened, it is related to mental health. No center has 
beome involved in community unrest. 

[The social action survey referred to follows:] 

SOCIAL ACTION IN COMMUNITY MENTAL HEALTH CENTEBB 

(The following was prepared from material gathered during telephone Inter- 
views with Directors of several poverty centers) 

Community mental health centers have been mandated to establish "commu- 
nity participation" in their programs. As a result, the concept of a community 
board with programmatic and/or fiscal control was pioneered by among others, 
community mental health centers attempting to achieve consumer-oriented 
mental health service systems. 

The centers also are mandated to establish new partnerships with service 
providers in the community and with schools, courts, probation departments and 
other agencies, and are encouraged to work with business and private organi- 
zations to strengthen prevention and early diagnosis of mental illness and/or 
retardation. 

Tliese requirements inevitably involve all CMHC's in some form of social action 
work. The degree to which the center Involves Itself in the community and 
collaliorates with other agencies and works to improve referral practices and 
the awareness in other non-mental health professional personnel in the commu- 
nity mental health problems depends upon the center and the situation in the 
catchment area. Where there is a void of social service agencies and where there 
are actions that the CMHC can take which would improve the mental health of 
its clients, some poverty centers in urban areas have undertaken a larger role 
in improving their client's living conditions which impinge on their mental health. 

These mandates are an important aspect of the comprehensive comunmity 
mental health center concept. When put into practice, however, they begin to 
raise for some questions about the role of mental health centers, and the defini- 
tion of "mental health services", the extent to which a CMHC should emphasize 
prevention and consultation efforts as opposed to the more traditional medical 
model which emphasizes direct treatment services. 

In the early days of the program (mid-1960's), in a political climate which 
stimulated such activity, several innercity poverty area centers became involved 
in programs designed to reach into the community to identify social problems 
affecting the mental health of the community or groups in the community. This 
resulted in large measure from a lack of clear policy from the fetleral govern- 
ment. Since those early days, however, most centers have found themselves 
utilizing all their resources to meet the mental health problems in the community, 
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and Instances of true social action (In the sense of "social reform") appear to be 
rare. 

Social action work in a broader sense—i.e. wort designed to improve mental 
health services and the responsiveness of the community to its needs—is being 
initiated in many centers. This action comes from three different sourc-es: the 
community board of the center, the CMHC's community education program, and 
the work of outreach "community organizers". 
(o) Community Board 

Commiinity boards with representatives of various community organizations, 
power groups, agencies, etc. set up policies and priorities for a number of commu- 
nity mental health centers. TTiesc priorities can result in new program thrusts, 
changing emphases in the program (such as initiation of new programs in cer- 
tain areas: drug abuse, alcoholism, mr, training programs, etc.) which may have 
a profound eiTect on the delivery of mental health sen'ices in the community. 
(6) Community Education Programs 

Centers use different techniques for educating the community about mental 
health services, mental health issues and prevention. Tlie community board 
Itself often fulfills a part of this function. In addition, CMHC workers in the 
community play an important role, and the coordination of efforts of CMHC's 
and other agencies is perhaps one of the most important forms of education on 
mental health. 
(c) Community Organizers 

Community organizers are the closest thing most centers have to a "social 
action" arm. Generally, community organizers are trained social workers who 
perform the outreach work of the center (sometimes MSW's work with trained 
community people, "mental health workers"). Their role is to strengthen the 
community's awareness of services, to ensure that the center provides services 
to meet the community's needs (as defined by that community). They provide a 
feed back to the center on the feelings and problems In the community, and at 
the same time educate the community as to services and aspirations of the 
CMHC. Strengthening the community's capacity to mobilize its own resources, or 
identifying existing community groups which are initiating social action is also 
a part of the function of community organizers in many CJIHC's. Collaboration 
between agencies, groups and individuals is often carried out through community 
organizers who ensure for example that back up social services are provided 
through the welfare department to those clients in need or entitled to such serv- 
ices, while mental health services are provided by the CMHC. 

The social action role of the community organizer is most often that of a 
professional resource. Thus, community organizers have in some instances worked 
with existing tenant organizations regarding poor housing conditions by provid- 
ing the professional corroboration as to the effects of these conditions on the 
health of the occupants. 

While community organizers do become involved peripherally in the setting 
up of community organizations they rarely act directly, but provide information, 
some of which would be available to the community were the residents less dls- 
advantaged. In a few cases, center personnel have been involved in the estab- 
lishment of a tenent association which protested housing conditions, or other 
groups in the community planning to undertake a social action role. 

SUMMABT 

The number of centers Involved In any form of social action work is not high. 
Those involved are principally urban poverty area centers which feel the need 
for this type of activity. A small proportion of centers doing social action work 
are, or have in the past, become involved in an advocacy role, rather than acting 
strictly as an educator or a catalyst to support action by other groups. 

However, where centers have undertaken this role it is by default—i.e. there 
are no other social agencies in the entire catchment area, if the center failed to 
act, no action could be taken; such activities have occurred generally in urban 
poverty centers : where this role has been undertaken, centers' actions are related 
to mental health—no community mental health center has become involved in 
political activities, nor in stimulating any form of social unrest. 
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Mr. HASTINGS. One other question. HEW testified there are 35 State 
legislatures working on, I assume, supplying more funding to commu- 
nity mental health centers. Have you any information where these 
legislatures are at the moment, how many you expect to act ? 

Mr. MORRIS. No, we don't have this information. We can try to 
gather it for the committee if it would be useful. The only thing we 
have is something we submitted for the record; that is a report from 
various community health centers that will be losing their continua- 
tion grants in the next several years or are not going to get staffing 
grants they once hoped they would get, because of the staffing practice 
on the part of the administration. 

These reports indicate they are having a hard time finding alterna- 
tive sources of funding. To what extent they have gone to the legis- 
lature and tried to stimulate a constructive program for that State, 
I don't know. 

Mr. HASTIXGS. I think it would be extremely helpful to this sub- 
committee in subsequent considerations to have that information avail- 
able. I would think your national organization would be the best possi- 
ble place to get that information. 

Mr. MORRIS. We will try to get it. 
[The following information was received for the record:] 

STATES WITU COMMUNITY MENTAL HEALTH CENTEBS ACTS AS OF SPBINO 1973 

Date of origi- 
otate: nal enactment 

Arkansas  1967 
California  1967 
Connecticut   1955 
Colorado  1903 
Florida    1970 
Idaho    1965 
Illinois     1961 
Indiana  1955 
Kentucky    1964 
Louisiana  1964 
Maine  1959 
Maryland   1966 
Massachusetts  1966 
Micliigan  1963 
Minnesota      1957 
Montana  1967 
Nevada   1965 
New Hampshire  1965 
New Jersey  1957 
New   York  1954 
North Carolina  1963 
North Dakota  1965 
Ohio  1967 
Oklahoma  1969 
Oregon  1961 
Pennsylvania  1966 
Rhode   Island  1962 
South Carolina  1961 
Texas  1965 
Utah   —  1961 
Vermont   1967 
Virginia     1968 
Washington  1967 
Wisconsin  1957 
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Mr. HASTINGS. Thank you, Mr. Chairman. 
Mr. RotJEKS. Dr. Roy. 
Mr. ROY. I think most of the questions I would ask have been asked. 

Do you feel, any of you, that we will continue to have development of 
new community mental health centers after the discontinuation of the 
act? If so, will this be on the same level that we have seen over the last 
few years or less ? How do you see the situation ? 

Mr. MORRIS. Perhaps I can respond initially. You say: After the 
act is continued  

Mr. ROY. Discontinued, if indeed it is. If we follow the administra- 
tion's recommendations, what is your feeling vei-sus their feeling? 
Or is your feeling the same as theirs—that we have established such a 
good thing, it will carry on of its own momentum? 

Mr. MORRIS. It is clear to us, from the information we have gathered, 
some programs may grow into the comprehensive status without Fed- 
eral support, but the number will be very limited; it will be spotty, 
and the resources of the Federal Government just are necessary to 
bring about the comprehensive programs in most cases. 

I think it is clear, from the administration"s testimony this morning 
and from earlier conversations we have had with them, that they are 
basing their judgment on dollars materializing; it is an act of faith 
they are proposing here, and there is no firm information that these 
dollars will develop. 

Part of the problem we see also is that not so many programs will 
continue to develop in the comprehensive sense. We want to reach 
the total national coverage we were seeking, but the standardization, 
if I may use that word, that comes from the Federal Government's 
being involved in this program will no longer be there. 

So what you end up with, if you do yield the stimulating authority 
to the States, in fact is 50 different community mental health pro- 
grams that many differ dramatically from State to State. 

Mr. EDIGER. In Kansas, we practically have half of the comprehen- 
sive centei-s we probably ought to have, and I know at least three or 
four areas in which it is a live issue. If we had the continued staffing 
act, I am certain they would be coming in, in the next year or two. 
Without Federal staffing act money, I can see some might add a little 
better arrangement with the general hospital and maybe even have a 
day hospital of a type, but I think there is a big difference between 
that and making the commitment to become a comprehensive center 
which is seeking to maintain people outside the hospital—in other 
words, the building of a new system. 

I think this is where the staffing act has been such a tremendous 
boon and, even though there may be shortcomings to the five required 
services, this has been very helpful to have this kind of structure which 
centers have to think with to provide the alternative to the hospital 
situation. 

Dr. DDVMOXD. I don't see how we could have gotten underway and 
achieved what we have without the Federal input. 

Mr. ROY. I want to add one thing. I think your testimony, Mr. Edi- 
ger, makes all Kansans proud of the fact you are a Kansan. I know 
of the job you have done in Newton, and we are extremely proud of 
the job done down there. 

I have no further questions, Mr. Chairman. 
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Mr. ROGERS. Mr. Nelsen. 
Mr. NELSEX. TO the gentleman from Kansas, I know, in your testi- 

mony before lunch, your State was not supporting your activity. Is 
that true witli all of the centers in Kansas? 

Mr. EoiGEn. Our State has permissive legislation for the counties 
to assess themselves up to a half-mill. Our State puts in some matching 
money for title 19. 

Mr. NEI^EN. What is title 19 ? 
Mr. EDIGER. Medicaid. Outside of that, our State mental health dol- 

lar goes entirely to State hospitals. We want no State funding system. 
We have a State legislative study committee in the State legislature 
that is being talked about, but we don't see any additional funds for 
the next couple of years. 

Mr. NELSEN. It seems to me the State ought to have enough interest 
to be putting some money into a plan or program of this kind. Most 
States do. I think this is a point that needs to be emphasized—that is, 
that the Federal Government alone can't do it if the States are not in 
there helping. It would seem to me the State of Kansas better get 
with it. I will recommend to my colleague Dr. Roy that he go back 
home and give them the needle. 

Mr. ROY. If the gentleman will yield, if you look back over the last 
20 or 30 years, Kansas has been one of the leaders as far as mental 
health is concerned. Although they may not be appropriating as much 
money as we would like, I think the record is a good one. 

Mr. NELSEN. I demand equal time to rebut. Minnesota is ahead of 
Kansas. Thank you. 

Mr. ROGERS. I might say this is one of the problems we are faced 
with. You see, the administration is recommending that we don't have 
any input and let it go strictly by whatever a State may want. The 
State of Kansas is obviously putting money in the State hospitals. 
They are supporting the State hospitals. That is not always the best 
way, so the local communities have to come in, encouraged by the Fed- 
eral Government with a little seed money. And look at what a great 
result we have had. 

Maybe the States don't always make the right decisions by keeping 
big State hospitals. Maybe it has been an encouragement for commu- 
nities to have the mental health program. 

Thank you. 
[The following letter and attachments were received for the record:] 

NATIONAL COUNCIL OF 
COMMUNITY MENTAL HEALTH CENTERS, INC., 

Washington, D.C., May 18, 197S. 
Hon. PAUL ROGERS, 
Chairman, Public Health and Environment Subcommittee, 
V.8. House of Representatives, 
Washington, D.C. 

DEAR MB. CHAIRMAN : During the Oversight Hearings on the Commnnity Men- 
tal Health Centers Act, May 9th, you expressed interest In the extent to which 
CMHC's have been able to obtain funding through general revenue sharing. At 
that time you requested information from HEW on centers which had actually 
received this funding. 

Enclosed for your information Is a list of the centers which reported to 
XCC.MHC that they have received such funding, and the amount of that funding 
where this is known together with other comments made by the centers. As you 
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can see, unfortunately Revenue Sharing has not greatly increased the amount 
of money available to CMHC's. 

Also enclosed is a copy of the full summary of the NCCMHC survey on Revenue 
Sharing. 

We would like to request that these materials be included in the record of the 
Oversight Hearings. 

Sincerely, 
JONAS V. MOREIS, 
Executive Director. 

Enclosures. 

G&NEBAL REVENUE SHARING AS POTENTIAL SOURCE OK FUNDING FOB CMHC'S 

SUMMARY 

General revenue sharing funds disbursed in 1972 and early 1973 have been 
allocated by states and local governmental units for support of 21 community 
mental health center programs. Another 29 centers are still hopeful that they 
might receive some of this funding. 

On a national basis, however, revenue sharing has not contributed a significant 
amount to community mental health centers, despite fairly vigorous efforts by 
centers to tap these funds. 

These facts emerge from an analysis of the National Council's survey of mem- 
bers regarding the use of funds distributed to states and localities under PL 
92-512 (General Revenue Sharing Act). 

Out of a total of approximately 290 agencies surveyed, responses were received 
from 220 (75.8 per cent response rate). Centers responding represent .57 per cent 
of all operational federally funded centers. Of these respondent-s, 73 per cent had 
contacted either their state or local government (or both) in an attempt to tap 
this new source of funding. 

Twenty-one centers received some funding through this mechanism, twenty of 
them from their local government's allocation, and one via the state. In general, 
those centers which made contacts with more than one agency at the state level, 
or with both their state and local government units (in other words those that 
made the greatest effort) were more successful In obtaining funding. 

Revenue sharing dollars will be used by these centers for a variety of purposes, 
from operating expenses and capital outlays to initiation of new specialized pro- 
grams, and replacement of Title IV-A (Social Security Act) funds or federal 
staffing grants which will be terminating shortly. 

The success rate for centers seeking these funds is approximately 15 per cent 
(i.e. 15 per cent of those contacting states and localities have actually received 
financial as.sistance through revenue sharing). Several factors appear to account 
for this: 

A general reluctance on the part of most state and local governments to fund 
on-golne program efforts (most general revenue sharing funds are being allocated 
for cnnital outlays and other one-shot expenditures). 

Widespread use of revenue sharing funds to reduce state and local taxes or to 
prevent the necessity of a tax increa.se. 

Confusion among local officials as to the eligibility of center programs for aid 
(see earlier memos on this subject Centers are eJiqiWe for asui/itance. although 
Revenue Sharing Funds Cannot be Used to Match a Federal Grant). 

Competition between high priority needs and the fact that at the local level 
mental health often does not have a particularly hieh priority. 

Overlapping local jurlsdictional boundaries, which often means that centers 
serving more than one local .inrl.sdiction have had difficulty in raising support 
via revenue sharine from one locality if services funded are to be offered to resi- 
dents of other localities. 

As Information comes in to Washineton as to how states and localities are 
snendlne these funds it fs clear that a 15 per cent success rate for commnnity 
mental health centers is fairly sienlficant. A recent survey bv the Advl.sory Com- 
ml8.slon op Intereovernmental Relations shows that only 24 per cent of state 
budcet officers and 32 per cent of county officials i>lnn to use the.se funds for re- 
curring expenses. The fact that there is uncertainty ns to the future of revenue 
sharing was cited as having an important bearing on their decisions. 



Number of Percent ol 
centers respondents 

148 67.3 
81 36.8 
73 33.2 
60 27.3 
9 4.1 
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The amount of support available to centers from revenue sharing sources varies 
widely—from $330,000 for a construction project to less than $2,000 in some 
instances (a full listing of the dollars contributed is not available as this in- 
formation was not aslced for specifically on the survey.) 

Below is a full summary of ihe 220 responses received on use of revenue shar- 
ing funds. 

CONTACTS   WITH   STATE  AND  lACAL OOVERNMENTAL  UNITS 

The great majority of survey respondents (73 per cent) had contacted either 
their local governmental unit or a state agency in an attempt to obtain revenue 
sharing dollars. Over a third of the centers had contacted both their local gov- 
ernment and one or more state agencies. 

Responses on contacts made with state and local agencies breakdown as 
follows: 

Contacted loesl government  
Contacted State government units  
Contacted both State and local government  
Failed to contact eiltier Slate or local government  
Did not respond to ttiis question      

Most of those centers pursuing revenue sharing funds made contact with their 
local government, while a much lower percentage (37 per cent) contacted state 
agencies or legislators. This may reflect the fact that there is more money made 
available to localities under general revenue sharing (two-thirds of the amount 
authorized goes to local governments, and one-third to the states), and also the 
fact that states have been slower to appropriate these funds. 

CONTACTS   AT  THE   STATE  LEVEL 

Almost without exception, centers pursuing state allocations of revenue shar- 
ing funds contacted the mental health department or state agency with responsi- 
bility for mental health and social services. 

Most centers also concentrated their efforts on just one state agency, although 
a few had contacted several different agencies, the governor's ofl5ce and/or state 
legislators. 

State contacts made are shown below: 
State agencies contacted: Number of center* mcMtio contact 

Department of MH 52 
Department of Public Welfare    6 
Social niui Rehabilitation or Health Services.    4 
Human Resources    2 
Department of BJconomic Security    1 
Department of Institutions    2 
Department of Community Affairs    1 
Oflice of Fiscal Management    1 
Division of Drugs and Alcohol    1 
State Planning Agency    1 

Other State Contacts: 
Governor's Office    3 (Gov. Oundl on Drugs: 1) 
State legislators    4 

CMHC'S  RECEIVING  FUNDING   FBOM   GENERAL  REVENUE  SHARING 

Out of a total of 220 respondents. 151 of which had attempted to tap this source 
of revenue only 21 centers received any assistance under general revenue sharing 
(10 per cent of respondents; 14.9 per cent of those requesting assistance). 



Only one of these 21 centers received funding via the state allocation, 18 were 
funded through local government sources, and two did not indicate the source of 
their funds. 
Received funding from localities      18 
Received funding from State        1 
Received total funding, did not identify source        2 

Total      21 

Did not receive funding    199 
Sought funding but did not receive funds    128 
Did not respond to this question        2 

Over half of the centers receiving assistance had pursued both local and state 
sources of funds, as follows: 

Funded by Ix)cal Governments: 9 centers contacted both state & local agencies; 
9 centers contacted only local government. 

Funded by State: 1 center contacted both state & local agencies. 
Did Not indicate source of RS funds: 2 centers contacted both state & local 

agencies. 
Thus 12 centers contacted both their state and local government, while 9 con- 

tacted only the local agency. (All 18 of these centers were funded from general 
revenue sharing funds.) 

TTSES  FOR  REVENUE   SnARINO  FUNDS 

Revenue sharing funds can be used for a variety of purposes by community 
mental health centers, but CANNOT BE USED TO MATCH ANY FEDERAL 
GRANT. 

Centers receiving revenue sharing funds plan to use them for the following 
purposes: Operational costs ; development of a forenslcs service ; adult services; 
children, youth, and family services; drug abuse programs; alcoholism programs; 
MR programs: general program expansion; new outpatient services for indl- 
gents; support for outreach worker in community (operational costs only); 
community-based programs previously funded under title IV-A, Social Security 
Act; travel expenses; staff expenses; construction and other capital outlays. 

DOLLARS  AWARDED 

Although not specifically asked for in the survey, some centers volunteered the 
following information on the amount of funds received under general revenue 
sharing. This data is included as a guide to Indicate what other centers might 
expect to receive, and Is not necessarily an accurate statistical picture of all 
revenue sharing funds awarded to CMHC's. (Unless otherwise indicated, these 
amounts are for one calendar year) : $1,400: .$2,000; $1.5.00 per day for drug and 
alcohol programs; $20,000 for drug program ; $740; $330,000 for construction. 

SOME CENTERS STILL  HOPEFUL OF RECEIVING FUNDING 

A total of 29 respondents Indicated that they are still hopeful of receiving 
assistance through general revenue sharing. Uses to which this money might be 
put are shown below : 

Police consultation and screening tests for promotions for Police Department. 
Reasonable expectation of receiving funds to be used for expansion of residen- 

tial treatment and rehabilitation program. 
Revenue sharing mechanism not yet in operation—center has played a major 

part in plaining and expects to receive its "fair share" of funding. 
Support for therapeutic community, and staff increases for alcohol program 

(this center has already received $20,000 contribution but expects additional 
funding). 

Program expansion. 
Operating costs. 
Capital outlays. 
Substitute for Title IV-A money. 
Substitute for expiring federal grant (commitment made by county In one In- 

stance, grant expires in three years). 
Information and referral program. 
Outreach program. 
Drug Program. 
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CMHC'B WHICH HAVE RECEITEO PAYMENTS FROM OENEBAL REVENUE SHABINQ 
FUNDS—FEBRUARY 1973 

(COMPNXO FROM A 8UBVET BY THE NATIONAL COUNCIL OF COMMUNITY MENTAL 
HEALTH CENTERS) 

Name 0/ center Center'! Comment on Revenue Sharing Fundt 
Prairie View MHC, Newton, Kans    $5,000 for drug and alcohol program. 
District 5 MH Board, Inc., Gainesville, 

Fla    One county, put $2,000 into a mental 
healtli contingency fund. 

Hennepin City MH-MR,  Minneapolis. 
Minn    Still   In  some  doubt,   but  tentatively 

approved. 
Community  MHC of Colusia  County, 

Daytona Beach, Fla  
Appalachian MHC, Elkins, W. Va  Requested $40,000 from 10 county gov- 

ernments, expects to receive only $6 to 
7,000. 

Jackson MHC, Jackson, Tenn  
MH-MB   Community   Center,   Corpus 

Christi, Tex  
Clayton MHC, Riverdale, Ga    This Revenue Sharing money is useful, 

but we could not continue to operate 
without NIMH staflSng funds. 

MHC of St. Joseph's County Inc., South 
Bend,  Ind    $20,000. 

Huntsville-Madlson      County      MHC, 
HuntsvUle, Ala    These funds already promised by our 

local   government   before   Revenue 
Sharing enacted. However, they have 
been allocated from Revenue Sharing 
dollars. 

Region MH-MR Center, Oxford, Mlss—   For construction project. 
Mld-Mi8.sourl MHC, Columbia, Mo  
East   Arkansas   Regional   MHC   Inc., 

Helena, Ark    Revenue Sharing funds total 3V4 per 
cent of our budget. 

Nine other centers reported receiving revenue sharing funds but did not 
identify themselves. One of these nine received $1,-100. Nine centers were in the 
following states: Tennessee, Colorado, Ohio and Texas. 

Mr. RooERs. Our next witness is Mr. Ashar S. TuUis, executive 
director, Kentucky Association for Mental Health, Inc., Louisville, 
Ky. The committee welcomes you and will be pleased to receive your 
statement. 

I might say Dr. Carter cannot l)e here because of illness in his 
family, and I am sure he would like us to express his appreciation 
for your presence here today. 

STATEMENT OF ASHAR S. TULLIS, EXECUTIVE DIRECTOR, 
KENTUCKY ASSOCIATION FOR MENTAL HEALTH 

Mr. TuLLis. My name is Ashar S. Tullis. I reside in Louisville, 
Ky., and am executive director of the Kentucky Association for Men- 
tal Health. This statement has been approved by the executive com- 
mittee of the Kentucky Association for Mental Health. The Ken- 
tucky Association for Mentul Health is the citizens' voluntary orga- 
nization working toward the improved care and treatment of the 
mentally ill, for improved methods and services, prevention, detec- 
tion, diagnosis, and treatment of mental illness, and for the promo- 
tion of mental health. 
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I have been the executive director of the Kentucky Association for 
Mental Health since 1964. During this period of time, the State of 
Kentucky developed a plan for mental health in Kentucky known 
as "Pattern for Change. With the passage of the legislation provid- 
ing funds for community mental health centers, this plan was put 
into effect. Although I underetand tlvis hearing does not pertain di- 
rectly to H.R. 5608 but rather to an oversight of the legislation, I 
would like to go on record here, both for myself personally and for 
the Kentucky Association for Mental Health, as in support of this 
legislation. 

I want no misunderetanding concerning the testimony I might 
give here in relationship to the way in which the community mental 
health centers program has been untilized in the State of Kentucky 
to be interpreted as any opposition to this legislation but, quite the 
contrary, in wholehearted support of that legislation. Not only are 
we in support of tlie legislation as it pertains to mental health but 
also as it pertains to comprehensive health planning. 

Kentucky has been fortunate in securing funding for its commu- 
nity mental health centers program and thus being the first State to 
have a complete coverage of community mental health centers. This 
program has meant a great deal to Kentucky, the mentally ill of 
Kentucky, and to the future of mental health in Kentucky. Many of 
the centers, I would say the majority of the centers, have operated 
in an acceptable manner and have attempted to serve the mentally 
ill people of Kentucky. According to the report of the department 
of mental health, State of Kentucky, in fiscal year 1972, 42,921 people 
received help through the comnumity mental health centers and 26,- 
312 were assigned continued formal treatment programs. We do not 
know whether this constitutes quality care or not. We do not know 
whether this is good performance on the part of staff or not. 

This past year, the Kentucky Association for Mental Health, in 
cooperation with tlie Kentucky Psychiatric Association, completed 
a "Survey of Mental Health Needs in Kentucky." The conclusions 
and recommendations of this survey were wholeheartedly endorsed 
by the parent body of the Kentucky Association for Mental Health 
but failed to receive such an endorsement from the Kentucky Psy- 
chiatric Association. The study committee was made up of repre- 
sentatives of the lay population in the Kentucky Association for 
Mental Health as well as professional representatives from the Ken- 
tucky Psychiatric Association. 

One of the major recommendations of that survey is that the Gov- 
ernor of Kentucky appoint an 18-member standing commission whose 
duty it will be to evaluate the delivery system of mental health in 
Kentucky. This commission should be made up of 9 professionals, 
7 laymen taken from a list of 21 recommendations made by the 
Kentucky Association for Mental Health, at least 3 of whom should 
bo members of comprehensive mental health center l)oards, and 2 
members of the Kentucky Greneral Assembly. 
I point out this recommendation because it is in line with the testi- 

mony I have to give to this committee. Despite the support of the 
community health centers program by the Kentucky Association for 
Mental Health, there has been much found ami.ss in the program. I 
know that Dr. Carter and others here are familiar with what hap- 
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pened in the Barren River Mental Health Center, which covers the 
Glasgow-Bowhng Green area. After investigation, it was found that 
the program's administrator had drawn cash advances against his 
future earnings, a staff attitude i)rob1em resulted in depriving patients 
from one section of the region of a hospital facility in another sec- 
tion, the progiam included no drug addiction and alcoholism services, 
reports to the Federal Government on expenditures of Federal aid 
were a year and a half overdue, the agency operated almost a year 
without any internal auditing procedures, and financial records were 
so incomplete that a State audit of the program took several weeks 
more than had been anticipated. 

This is certainly not the only example of problems which have 
arisen which resulted in poor quality treatment for patients. It might 
be said in many cases that too much money came too soon and was not 
able to be used properly to give quality mental health care to the men- 
tally ill people of the region it was intended to serve. Very recently 
in Louisville, Ky., a reporter of the Courier Journal, under direction 
of a local psychiatrist, presented himself as a potential suicide to the 
crisis center, which is supposed to offer crisis intervention services on 
a '24-hour-a-day basis. It took 314 days for this man to get any atten- 
tion from the center whatsoever. 

Although these programs are giving services to the people who need 
them in their regions, there is still a great deal to be desired. I have 
only given a couple of examples of such occurrences across the State 
of Kentucky. I point these examjiles out not to criticize the program 
but to indicate that there is a great need in the program for citizen 
evaluation. This evaluation should be made over and apart and sep- 
arate from the NIMH or State programs, which would be placed m 
the position of judging themselves. One of the board members of the 
Barren River Mental Health Center, quoted in the October 4, 1972, 
issue of the Courier Journal, said: 

I am appalled that NIMH has left It up to the Department of Mental Health 
to Investigate how the Mental Health Centers use Federal money. It is asking 
the State to keep an eye on itself. 

I am aware of and understand the misgivings which have been held 
on the part of many Congressmen in view of the misuse and mis- 
administration and lack of quality care which has resulted in some of 
these programs. However, none of this diminishes the need of the rnen- 
tally ill; and certainly, since 1 out of every 10 people of these United 
States is affected to the point that they need professional care, the 
priority for the mentally ill should continue. 

In line with the development of the community mental health centers 
program, there has been a deemphasis of the State hospital program. 
May I again quote to you from the "Survey of Mental Health Needs 
in Kentucky": 

The Joint Survey Committee acknowledges the national trend of the past 
decade in reducing the resident population of mental hospitals, we believe that 
reduction in hospital size and seeking alternatives to hospitalization represents 
a refreshing development. However, the Committee is of the opinion that the 
pendulum may have swung too far. Admission to a mental hospital and the 
adequate length of stay still represents proper and often necessary method of 
treatment. The pre.sent and future policies for admission and treatment in mental 
hospitals merit careful and continuing review to ensure that a balanced program 
including adequate hospitalization is presented. 

11-333 O - 13 - 7 
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We believe that the deemphasis of the mental liospital and the result- 
ing decrease in hospital population has not been due to tlie efficiency 
of the community mental liealtli centers but rather to the decision of 
those in authority that the hospitals are goin<i to be de-emphasized; 
and, therefore, we do not believe that necessary attention has been 
paid to the lequirement for proper hospitalization, which is one of the 
required criteria for the community mental health centers program. 
In addition to tliis, the centers have been able to pay larger salaries 
for pei-sons with equal qualifications. Tlierefore, there has resulted 
a further diminishing of the quality care available at our hospitals. 

It is possible that, perhaps, we have misjudged some of the pro- 
grams. It is also possible that our conclusions concerning both the com- 
munity programs and the hospital programs are not entirely accurate. 
However, because there has not been accurate information available 
and there has not been an outside evaluation of tliis program, we be- 
lieve that, when this program is renewed, it should include a very posi- 
tive program, financed by the Federal CJovernment, to provide for this 
evaluation. 

It is our recommendation that a commission be created in each State 
comparable to the one which is outlined in the "Survey of Mental 
Health Needs in Kentuclcy" and that the funding be provided for and 
made mandatory by the renewal legislation for the Community Mental 
Health Centers Act. Without this, the administration, the Congress 
of the United States, and the citizens of these States cannot be assured 
of the quality of program which will he necessary to justify the 
expenditure of funds for this program. 

Mr. Chairman and members of this committee, I urge you to act to 
create this evaliuition program. The Kentucky Association for Mental 
Health has nothing to gain from this legislation one way or the other. 
The only gain that we or any other citizens of the United States may 
have is the knowledge that the great need of the emotionally and 
mentally ill be served. I know it is your obligation to see to it that 
the money which is appropriated for Federal programs is properly 
spent. I know of no better way tliat you can assure yourself that the 
emotionally and mentally ill people will be served and that you and 
the rest of the country can be aware of the fact that they are being 
properly served than to create such an evaluation group in each State. 

Mr. Chairman, members of the committee, this concludes my testi- 
mony on behalf of the emotionally and mentally ill people of these 
United States. I thank you for the opportunity of making this testi- 
mony on their liehalf and again with to conclude by urging you to act 
to renew the Community Mental Healtli Centers Act with this provi- 
sion so there will be an evaluation of this j>rogram for those who need 
it so desnerately. 

Mr. ROGERS. Thank you very much for your testimony. Mr. Preyer. 
Mr. PREYTIR. Thank you for your very frank testimony. I just won- 

dered why the Kentucky Psychiatric Association failed to endorse 
your survey. 

Mr. Tui,us. That, of course, calls for an opinion judgment as to 
why they turned it down. My own opinion is that they feel the survey 
did not sufliciently compliment the existing program. That would be 
my evaluation. 

Mr. PREYER. They are in favor of the existing program ? 
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Mr. TDIXJS. The Psychiatric Association is made up of about half 
of members in public service. 

Mr. PREYER. Thank you. 
Mr. ROGERS. Mr. Nelsen. 
Mr. NELSEN. I noted in one part of your testimony you said the 

State would be supervising itself. Yet your final recommendation sug- 
gested a sort of survey. 

Mr. TuLLis. This group would be independent of the operation of 
the program itself. 

Mr. NELSEN. I see. Thank you. 
Mr. ROGERS. Dr. Roy. 
Mr. ROY. I have no questions. I thank you for your statement. 
Mr. ROGERS. Mr. Hastings. 
Mr. HASTINGS. You mentioned at one point you have given "only 

a couple of examples of such occurrences." Those irregularities you 
state—I have not been familiar with them before. Would that indicate 
there has been a great number of them in Kentucky ? 

Mr. TuLLis. As I stated, most centers are operating, to our knowl- 
edge, in an acceptable manner. I think tlie concern we have is that 
there may be more of these than we know about unless there is an 
outside group looking at them. 

Mr. HASTINGS. We should follow that up. Then, too, you feel the 
State of Kentucky is not able itself to institute the procedures neces- 
sary to find out what the irregularities are? 

Mr. TiTLLis. I think there is an unwillingness to do so for the reason 
no one likes a citizen group looking over his shoulder. 

Mr. HASTINGS. Isn't that inconsistent with what we are doing? 
We try to develop it with Federal seed money and phaseout so it be- 
comes a community function. 

Mr. TuLLis. With groups operating from the State, level, I think 
this could assure that the Federal and State money is well spent. 

Mr. HASTINGS. They want the Federal Government to pay for it? 
Mr. TuLLis. I think it should be mandatory at this juncture but not 

always paid for by the F'ederal Government any more than the total 
program would be paid for by the Federal program. 

Mr. HASTINGS. I am appalled that you have to admit to us the State 
is not capable of taking care of such irregularities. I would hope this 
committee would never have to impose its views on every State in the 
Union. 

Mr. TTTTVLIS. I didn't tliink there was any suggestion in here that the 
State could not handle these problems or that the Federal Govern- 
ment should take care of these problems. I am suggesting there Ije an 
outside evaluation in each State. I think your own e.xpression, the 
rabbit watching the lettuce patch, is the matter of whether the people 
who are involved in the program itself are really able to properly 
evaluate what is being done. 

Mr. HASTINGS. We have some down here knowing what the lettuce 
patch is about, too. 

I gather, from your testimony, that you are advocating that we 
start returning to the utilization of mental hospitals? 

Mr. Tt'LLis. No, I do not. I thought we made that clear in saying 
we thought this was a refreshing development. What I am suggesting 
is—and it was the opinion of the committee and is the opinion of the 
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association—that certain things have occurred which would indicate 
that the State hospital needs to be maintained and needs to be main- 
tained on perhaps a broader basis than it now looks. 

Mr. HASTINGS. The language on page 4: 
We believe that the deemphasis of the mental hospital and the resulting de- 

crease in hospital population has not been due to the efficiency of the community 
mental centers • • •. 

Mr. TuLLis. May I give you an example f 
Mr. HASTINGS. Yes, but it is inconsistent with the testimony we have 

received from across the country. 
Mr. TcLLis. I realize that and, as I say, we are concerned—as I say 

in the testimony, we believe this is the direction of how things should 
go. However, there should not be a deemphasis of the quality of the 
treatment or that there should be an actual letting of patients out of 
the hospital for tlie purpose of depopulating the hospitals. 

^Vn example of what I am talking about is, for instance, in the 
Louisville area central State hospital, at one time in the period of one 
month, 499 patients who were on convalescent leave—that means they 
were out in the community—they were cut off from the hospital. They 
were, by a stroke of the pen, eliminated from the hospital. 

We were told, when we objected to this, that these names had been 
turned over to the community health center and it was their obligation 
now to look after tliese people. I appeared at that board that night 
to ask them what they were going to do about those 499 patients. They 
said they knew nothing of tJiose 499 patients, they had not agreed to 
take them, had not been asked to take them, and they had no names 
for these 499 people. 

It was only upon the urging of the association that we were able 
to get the centers to the point that they found out who these people 
were and tried to locate them. We have been working on this with them 
for about a year now in order to try to locate these 499 people. 

Mr. HASTINGS. Does this indicate a rivalry between the community 
mental health centers and the mental hospitals? 

Mr. TuLUS. I wouldn't say there was any rivalry'. 
Mr. HASTINGS. There doesn't appear to be. much cooperation? 
Mr. TuLLis. I would say there is a great deal of cooperation 

since  
Mr. HASTINGS. 499 patient'? released from the hospital to the commu- 

nity health centers and they didn't know about it  
Mr. TuLLis. Yes. I would say something is lacking. For that reason, 

we are saying there should be an evaluation of what is happening. 
Mr. HASTINGS. Don't misunderstand; I am not passing any judg- 

ment on the State of Kentucky, hut we haA'e an overriding concern 
about the total community mental health program. I would frankly 
think throughout the coimtry the experience, particularly of the sui- 
cide, taking 31/2 days to get help  

Mr. Tnxis. This is not the whole program. What we are saying is: 
There is enough of these thinirs so that wp believe there should be out- 
side evaluation from citizens' groups with proper professional advice. 
We are not opposing the direction of the community mental health 
centers. 

Mr. HASTINGS. T think you made that very clear. 
Thank you, Mr. Chairman. 
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Mr. ROGERS. Let me just ask you: Have you requested an outside 
evaluation from the Department of HEW? 

Mr. TuLLis. Not from HEW. 
Mr. ROGERS. It is permitted in tlie law that evaluation of programs 

may be conducted by contract, by grant, or any otlier payment on 
provision of the act up to 1 percent of the authority HEW has. I 
think, if the situation is as bad as you say, you could request that the 
Department have an outside group come in under contract. Perhaps 
you could get funding from HEW. 

I am concerned that a State hospital would cut off people without 
making contact with the community mental health centers to see that 
they would be picked up. I don't think that is a criticism of the commu- 
nity mental health centers, but it is a criticism of the State hospitals 
that they would release people like that. 

Mr. TuLLis. It is a criticism of the system itself. 
Mr. ROGERS. How would the centere know unless they told them ? 
Mr. TuLUs. The State hospital felt they had told them. 
Mr. ROGERS. Did they have it in writing ? 
Mr. TuLLis. Not that anybody could fijid. We couldn't find the names 

for a while. 
Mr. ROGERS. That is absurd. 
Your testimony has been most helpful, and we are grateful to you 

for being here. 
Our last witness is Dr. Dale H. Farabee, Commissioner of the 

Department of Mental Health, Frankfort, Ky. Dr. Farabee, 
we welcome you to the committee and will be pleased to receive your 
testimony. If it is agreeable with you. we will put your full statement 
in the record and, if you would hi.ihlight the points you think the 
committee needs to know, that would be helpful. 

STATEMENT OF DR. DALE H. FARABEE. COMMISSIONER, KENTUCKY 
DEPARTMENT OF MENTAL HEALTH 

Dr. FARARF.E. I am Dr. Dale H. Farabee, Commissioner of the De- 
Fartment of Mental Health about which you have just heard, and 

am prepared to discuss that. 
The basic statement that I have here will be entered into the record 

with exhibits and two addondnms for your perusal, if you will. 
Mr. ROGERS. Yes; I think we will have the statement and addendums 

for the record and the report "Patterns of Progress 1971-72," by the 
Kentucky Department of Health for our committee file. 

Dr. FARABEE. Would you look at these pictures. Mr. Chairman? 
These are simply to provide you with some visual information about 
the community mental health center programs. 

Mr. ROGERS. Certainly. 
Dr. FARABEE. I would like to enter into the record for the committee's 

consideration the record of the State and National Institute of Mental 
Health oriffinnl examination of the Bowling fireen and Barren River 
operation. I will pro\'ide a copy for vou for your files. 

Mr. ROGERS. I see we have a vote. We have 5 minutes before we have 
to eo. 

Dr. FARARFJC I would sav very nuickly that the primarv points 
brought up in my statement that affect the relationship of the Ken- 
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tucky program to the national program is that—in my opinion and on 
judgment from other persons around tliis country inchiding NIMH— 
the Kentucky program is one of tlie better programs in tliis country 
witli respect to the comprehensiveness and administrative integrity in 
the program and so forth. 

I make no excuses for the difficulty and problems that have occurred 
in starting from scratch and developing a massive program in a very 
short period of time. 

One of the primary problems encountered anywhere in the country, 
and particularly in Kentucky, is the development of sufficient adequate 
admmistrative personnel. Much information has previously been re- 
layed on this matter to Congress toward the development of training 
programs with the universities for administrative personnel in this 
field—they are a breed in themselves—to run the complicated commu- 
nity mental liealtli care centers. 

Our progiam is comprehensive in that it is operated in all 15 regions 
set by the Kentucky government through the Kentucky program 
planning office, and it operates in 15 regions in terms of planning 
and development. 

Consequently, in the community mental health program, we operate 
along with the health dejjartment, dejmrtment of economic security, 
and others, in developing unified programs. We have an arrangement 
of exchange of moneys, interaccoimtability between both rehabilita- 
tion, department of economic security, under 4—A and 16, and such 
other programs as title I of ESA. The centers are duplicating on a 
regional level the cooperative interdepartment^il programs of the State 
departments. The centers are operated in fact by regional boards of 
Erivate citizens who constitute tlu-ir own local review and evaluation 

:>ards, who are not coerced on the board bv any means, and Avho are 
acting in a partnership with tlie State, with the Federal Grovernment 
and with local governments to carry out a program involving the com- 
munity and looking for tlie development of all possible programs. 

The main emphasis is on catalytic action for the development of 
additional programs where they do not exist; but, as the previous 
gentleman testified with respect to the development of affiliation agree- 
ments, the primary emphasis has been on the development of affiliation 
agreements to get ])rivate programs that were already in existence to 
affiliate and involve themselves as ))art of the overall program. 

Consequently, the money situation has been one which Kentucky 
has fortunately worked through ovei- the past 7 years. Two of our 
centers are in their .seventh year and seven more are in their next-to- 
last year. We feel that tlie present circumstances are such—with the 
multiple sources of financing established over tlie years—that the cen- 
ters will be able to opei-ate to a great degree without additional Federal 
funding, if that is the final decision. 

However, we feel it vou'd have been impossible for the centers to 
have been established without the initial staffing grants. Like any man 
running a giocery store, it costs as much money to openate a store for 
one customer as for a hundred. If you don't have the basic starting 
costs and your operating and administrative costs, you can't produce 
the volume that will cut your costs. 

Mr. RoGFRS. You are saying: For the establishment of a community 
mental health program, they do need start-up money ? 
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Dr. FARABEE. Yes, because tlie amortization of initial start-up costs 
is necessary, and to recruit professionals. 

I would like to show you this "Pattern for Change." This was a 
pattern adopted by the Kentucky commission which was funded by 
the 1963 Congress, and this has been the operational guidelines under 
which the Department of Mental Health has set the program. We are 
following it to a "T." 

[Testimony resumes on p. 108.] 
[Dr. Farabee's prepared statement and attachments follow:] 

STATEMENT DB. DALE H. FARABEE, COMMISSIONER, KENTUCKY DEPABTMENT or 
MENTAL HEALTH 

The Kentucky Department of Mental Health has endeavored over the past few 
years to implement a systematized comprehensive program to alleviate multiple 
mental health problems in the Commonwealth, speclflcally in the areas of diag- 
nosis, treatment and rehabilitation of mental illness, mental retardation, alcohol 
and drug abuse and addiction and to abet preventive services through education. 

The word "system" pinpoints the essential ingredient in this program, for it 
is a coordinated, integrated method of delivery of services rather than a package 
of disjointed, unrelated programs and facilities. The system connects and utilizes 
an extensive array of state, private and quasi-public agencies, Including 64 state 
and local hospitals; 139 day care training units for the retarded; 26 adult activ- 
ity centers; 16 sheltered workshops (in cooperation with the Bureau of Voca- 
tional Rehabilitation, Department of Education), and numerous other private 
physicians and caregivers. The program is generating much of Its own financial 
and professional staff support and is flexible enough to respond to changes In the 
years to come. Through such a system of afliliated organizations, Kentucky has 
i)ecome the first state in the nation to achieve a realistic continum of care be- 
tween inhospital services and community programs throughout its geographic 
area. 

The recommendations of the Kentucky Mental Health Planning Commission, 
whose report. Pattern for Change, was accepted by the Commonwealth in 1966, 
have provided direction and authority for the Department in the development of 
the program through the past three state administrations. Re-evaluation and 
study of mental health services by that Commission only seven years ago, charted 
the new directions of progress for the Commonwealth. 

The Department of Mental Health utilizes as its primary philosophy the 
following excerpt from Pattern for Change: 

I quote: 
"To realize the full potential of our mental health and mental retardation serv- 

ices, which a proper organization can bring, we must ostabli.sh a new pattern of 
developing services, a pattern of strong community involvement and support. 
It has become clear that the treatment of the mentally disturbed can be shorter 
and more effective if carried on clo.se to the home base of the patient. The local 
community is the natural setting and population ba.se for coordinated program- 
ming—for the prevention of mental illne.ss and mental retardation, for the pro- 
motion of mental health, and, to an increasing extent in the future, for the treat- 
ment of most persons with mental health problems. Therefore, to meet the 
challenge confronting us in providing for the mental health needs of Kentucky, 
the direction we must move In is abundantly clear. It is towards meeting these 
needs in the community. It is a continuation of the direction in which we have 
already begun to move, leaving behind traditional concepts of custodial Isolation 
and embracing new potentialities of prevention, treatment and rehabilitation 
through community-based services." 

Gentlemen, these words were written In 1966. Are they any less true today? 
It was In response to this clear charge that the Department of Mental Health 
set forth to develop the "circle of services" which is the fundamental strength 
of the program as it is now existent. 

In keeping with the Kentucky Program Development Ofl[ice decision to Initiate 
Mi regional planning areas encompas.sing the 120 Kentucky counties, the Depart- 
ment of Mental Health implemented Pattern for Change by developing in each 
region (as permitted under Kentucky statutes) a regional mental health-mental 
retardation board composed of citizens willing to function as the operators of 
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local mental health-mental retardation programs. Additional statutory author- 
ity extended that responsibility to alcoholism and drug programs in succeeding 
legislative sessions. Today, these regional board.s constitute a vehicle for coopera- 
tive federal, state and local relationships geared toward effective service delivery 
system. Each authorized regional board was encouraged to Initiate a request for 
a federal grant-in-aid through Public Law 88-164 and the subsequent Public 
Law 8&-105, with "seed" money from the Kentucky Department of Mental Health 
as matching funds. 

To utilize the federal construction funds, 2.5 million of state revenue bond 
dollars were made available to the regional programs to supplement local funds. 
The result was 188 new Inpatient psychiatric beds funded and 26 new mental 
retardation facilities. With exception of 30 inpatient cliildren's beds, the remain- 
ing facilities have I)een allocated to communities and private hospitals as a means 
of providing additional support to the community center programs throughout 
the state. Each of the 15 regions received some share of the bond and federal 
funding In one phase or another of the construction program. Staffing grants 
were received in all of the 22 catchment areas operated by the 15 regional boards. 
Alcohol and drug grants from state and federal sources, as well as Title I ESEA 
and Title IV-A and Title XVI and XIX dollars, were available as services were 
expanded through affiliates. 

Fundamental to the success of this comprehensive approach are the following 
concepts: (1) The program must provide access to multiple services to people 
in every county of the state. (2) Services must be provided to Include prevention, 
treatment and rehabilitation In the areas of mental illness, mental retardation, 
alcoholism and drug addiction. (3) Medical and social services must be Integrated 
to assure continuity of care. (4) A complete mix of available financial and clini- 
cal resources must be utilized through contract and affiliation agreements rather 
than total dependence upon direct federal or state grant support. A business-like 
approach is paramount to the multiple financing route, even though It often 
complicates the lives of the clinical service deliverers. 

Even In this short statement four common misunderstandings of the commu- 
nity center system can be cleared up: 

They are: that mental health center programs are "simple mental health 
center-neighborhood psychiatry office.*!; that state hospitals inevitably are the 
recipients of the community center dregs that service by physicians alone can 
cover the need at much less cost; and that mental healtli center administrative 
costs are enormous." 

First.—The community center concept has always involved multiple service, 
multi-location programs united through cooperative agreements with existing 
organizations as well as catalytic action to develop new services to fill gaps. 
Such affiliations with mental retardation, education, counseling and rehabilita- 
tion organizations are fundamental to provision of broad support and dimension 
to the p.sychiatric clinic, and relieves the ovcrwliclming demand for direct psy- 
chiatric treatment through positive interdiction of cumulative illness. Social 
services are »iot synonymous with social militancy but are in fact a long recog- 
nized and legitimate nnming mate of community health services. 

Second.—Where positive intrijration of community and state hospital services 
are achieved, nearly always through aggressive state participation in commu- 
nity center development, the state ho.spital becomes a thera])eutic community. 
Insistence upon community center a.s.sistance with discharges and placement of 
geriatric p.n^^ients is pssontial. Shared finances and adoption by the state of such 
other federal assistance as Title XIX and XVI is of course basic. In Kentucky, 
we are now concentrating upon rai.sing payment and standards for private nurs- 
ing, personnl and Intermedinte care homes ns an alternate system to huge pack- 
ages of state dollars to rebuild ancient state custodial facilities. Tlie results 
of the integrated program are seen in Exhibit I. 

Third.—Service costs for private physician coverage alone are no lower than 
the same grrvircx provided by the same staff in a center, and in fact, if the same 
variety and amount of service were to lie provided by the private sector alone, 
in all probability the cost would be the same. Furthermore, in the multiple serv- 
ice center, non-profit, and non-competitive, physician, p.sycholngist and adminis- 
trator alike Cnn share resources. Kentucky's experience with admini.strative costs 
is indicated In Exhibit II. As any store manager will attest, it costs as much to 
open the doors for one oi.stomer a day as it does for a volume, and that costs go 
down proportionate to utilization. 



Fourth.—The Kentucky centers started from scratch, had to build up utiliza- 
tion, amortize start-up costs, sell service and learn to administer a new program. 
Two nationally known accounting firms have worked five years with the depart- 
ment In evolving a cost accounting system uniform from state department to 
center to center. Electronic data processing oriented, this system will be in opera- 
tion completely by mid-summer. It not only will prevent some of the misinforma- 
tion commonly hurled at such operations, but will speed up accounting and 
other administrative proces,ses with concomitant Incren.ses In efficiency. Its pres- 
ent status Is such as to permit us to provide the information with respect to 
administrative personnel costs in the Kentucky centers. 

Finally, one should point out that while community mental health centers in 
Kentucky have resolved much of the problem of reducing Fetleral shares, (see 
Exhibit III) there Is still the very real need to continue to supply other states 
with the Initial assistance from the bill, while they obtain the necessary legis- 
lation and personnel, and to maintain a rea.sonable level of continuing support 
while the necessary personnel, training and service quality Improvement takes 
place. 

It Is my opinion that few kudos have been granted for the accomplishments 
throughout this nation of this program, and It is astonishing even to me as a 
student of human behavior, how readily the critic hurls accusations, no matter 
how poorly informed he may be. and even more amazing, how readily his charges 
are accepted, even In the face of facts and evidence of sincere and dedicated 
progress and effort. I am confident that the members of our Congress will discern 
the facts and uphold the benefit available to our nation from this program. 

ADDENDUM TO TESTIMONY—I 

The Commissioner of Mental Health Is authorized to make state grants to the 
regional programs. In return under KRS 210 he has the power to promulgate 
rules and regulations governing the eligibility of community mental health pro- 
grams to receive those grants. The Department of Mental Health has filed with 
the Legislative Research Commission a number of administrative regulations 
concerning board representation, methods of selecting members, the system of 
committees, personnel accountability, and various other components of the pro- 
gram. Each year the boards submit to the Kentucky Department of Mental 
Health a complete Plan and Budget for the next fiscal year, outlining in explicit 
detail all components of services offered by the comprehensive care centers. No 
program Is eligible for a grant until Its Plan and Budget has been approved by 
the Commissioner of Mental Health. 

In addition, the law mandates that the Commissionor shall prescribe standards 
for qualifications of personnel and quality of professional service. The Depart- 
ment has re-evaluated its monitoring and regulating system. Attached, as an 
exhibit, are present administrative regulations with the proposed revisions. 

The proposed revisions governing Board membership establish not only larger 
nominating committees and public advertising, but provide that any person who 
is a legal resident of the geographic region nuiy present a petition with 2.5 names 
or more to the board and through this petition l)ecomes a candidate on whom the 
entire board must vote at its annual election, or when the board replaces 
vacancies. 

New regulntlons governing personnel regulations are e.si)ecially significant. At 
the present time, qualifications, salaries, job titles and names of each person on 
the center staffs must be .submitted with the annual Plan and Budget. The new 
regulation would, in addition, require that any time after the annual Plan 
and Budeet is approved anv change in personnel qualifications, salaries or spe- 
cifications would be regarded as a revLsion to the Plan and Budget and must 
be submitted to the Commissioner for approval prior to Implementation. 

Another method of control which the Department has recently developed Is 
the computer system. The Department's computer system has gained nation-wide 
attention and publ'pitv as the first of its kind in the mental health field, providing 
a wide range of fiscal and personnel information. The Department is at the 
present time inst-alling video terminals in each of the mental health center's 
headqunrters and in the Central Office of the DepTrtment of Mental Health. 

These data processing units will serve as devices to transmit personnel and 
flnnndal Information to a central computer operated by the Department of 
Mental Health and will also have the capacity to serve as a visual Inquiry 
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terminal. These units will provide to tlie appropriate official of any center in 
tlie state, as well as autliorized staff members of the Department of Mental 
Healtl), immediate access to tlie financial status of payroll disbursements and 
of all other types of expenditures in every center in the state. This capacity to 
retrieve management information will provide a means of monitoring the efficient 
and effective use of resources and serve as the base for projecting future resource 
needs in each component of the center program. 

Ernst & Ernst, a nationally Icnown accounting Arm, has been engaged by the 
Department to conduct audits annually of all compreliensive mental health cen- 
ters and to provide, as well, an ongoing management systems .study. Included 
in the exhibits today is tlie cost allocation plan for the Department of Mental 
Health recently developed by Ernst & Ernst. 

From tlie inception of the mental health centers the Department of Mental 
Health directed in its regulations that an adminisrator as well as an executive 
director must be employed by tlie centers. Tliis was to provide administrative 
and financial accountaliiiity. Becau.se of this Kentucicy has truly developed multi- 
ple .sources of funding for each center and is not dependent on any one resource. 

However, there has perliaps lieen misunderstanding alxiut the administrative 
expenditures of the centers. The exhibit attaelied to this testimony will attest 
to tlie actual adminisraive overhead in each of the l.l regions. The total expendi- 
tures for administrative and clerical personnel range from 8 to 14 per cent with 
expenditures for clinical personnel ranging from 86 to 91 per cent. Several of 
tlie Boards serve multiple catchment areas, such as in the populous Jefferson 
and surrounding counties. 

ADDEKDUM TO TESTIMONY—II 

The average daily census of the four state psychiatric hospitals dropped .55 per 
cent from 1966, when the first two community mental health centers opened, to 
March 1973 after the networlt was completed. Today there is a total of 1988 
patients in residence. The hospital staffs have not decreased, allowing therefore 
a more realistic patient-staff ratio. The median length of stay for fiscal year 1972 
admissions range from 20..5 days to 25.9 days, with the average stays ranging 
from 34 to 42 days. A table depicting average length of stay by diagnosis cover- 
ing admissions in the 1972 fi.scal year is enclosed. 

Admissions, however, have increased as ca.sefinding and screening services of 
the centers have accelerated. Ready acce.ss to the ho.spitai provides short hos- 
pitalization opportunities and rapid return to the community and followup serv- 
ices there. 

The result of the centers' program has been salutory. Since the advent of the 
centers. Kentucky has t)een able to achieve accreditation of all of its state 
psychiatric hospital.s. 

The chronic patient load in the hospital has decreased as the centers and the 
Department have found methods by whicli to employ the private sector and 
federal programs to provide care for the chronic brain .syndrome and long-term 
schizophrenic who have comprised as much as 90 per cent of the state hospital 
population in previous years. Thu.s. as admissions and readmi.ssions have in- 
creased, length of stay in the hospital has dramatically decreased and the com- 
plexion of the total hospital population has changed. 

The mental health center program has promoted a much rapid acute patient 
turnover, has forced an increase in the quality of the .state hospital staff, and 
in effect, has helped to bring the state hospital into the main.stream of psychiat- 
ric practice. The centers provide a mechanism for pre-screening and post 
hospitalization follow-up for the chronic patient. 
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EXHIBIT I 
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POPULATION TRENDS IN STATE PSYCHIATRIC FACILITIES 

1968 - 1972 
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4,774 1.742.510 
4,562 1,665,130 
4.132 1, 512, 312 
3,732 1, 362,180 
3,134 1,143,910 
2.665 972,725 
2,312 846.192 
2,150 589,024 

1,680 1,924 1,564 1,928 7,096 
1,287 1,490 1,154 1,467 5,398 
1,849 1,437 1,574 1,581 6,441 
1,174 1,149 1,514 1,579 5,416 
754 1,177 917 1,276 4.124 
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IMPATIENT DAYS, AVERAGE DAILY CENSUS, STATE PSYCHIATRIC FACILITIES. 1966-73 aHROUGH MAR. 31) 

Avarage Inpitient 
VInr census days 

1966  
1967  
I96B  
1969  
1970.  
1971  
1972  
1973 (Mar. 31)  

Note: ParcenI decrease of average dally census, 1966-73. 55. 

ADMISSIONS TO KENTUCKY STATE PSYCHIATRIC FACILITIES, JULY 1, THROUGH JUNE 30, SELECTED YEARS 

Selected years Central Eastern      Kentucky        Western Total 

1973 (through March 31)  
1970  
1968  
1965  
I960  

Note: Excludes transfers between facilities. 

DISCHARGES DIRECT FROM THE HOSPITAL, AVERAGE LENGTH OF STAY (DAYS). SELECTED FISCAL YEARS 

Total Total Average 
Fiscal yean discharges days      stays (days) 

1973 (through March 31)  3,679 492,192 134 
1972  3,699 375,731 102 
1970  3,578 426.804 119 

IMPATIENT DAYS, KENTUCKY STATE PSYCHIATRIC FACILITIES JULY 1. THROUGH JUNE 30, SELECTED YEARS 

&)ntral Eastern Kentucky Western 

1973 through March 31  
1970  
1968  
19GS  
1960  

TURNOVER! OF PATIENTS TREATED, KENTUCKY STATE PSYCHIATRIC FACILITIES (SELECTED PERIODS) 

Average 
Patients daily Net Percent 
treated census turnover turnover 

Fiscal year 1972...  
January 1973  
February 1973  
March 1973  

> Turnover is the difference between unduplicated count of patients treated during the period and the average dally 
census tor the period. 

Source: KDMH computer tabulations and monthly hospital reports; prepared by Statistical Section, HW. 

137.539 134,720 156,410 143,520 
209.905 283,605 298,935 264,625 
430, 416 345,504 372,222 364,170 
517,570 416,465 446,395 482,165 
648,970 588,745 596,410 626,705 

7,958 2.312 5,646 71.0 
2,389 2.109 780 27.0 
2,808 2,083 725 25.8 
2,845 2,043 802 28.2 
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LENGTH OFSTAYi OF ADMISSION* TO STATE MENTAL HOSPITALS, FISCAL 1972 

Central Eastern 

Length ol stay 
Number ol 
admissions 

Average 
stay 

Percent 
ol total 

Number of 
admissions 

Average 
stay 

Percent 
ol total 

              708 8.7 
24.7 
42.6 
97.4 

257.9 

43.8 
14.3 
25.7 
13.6 
2.6 

780 
251 
317 
200 
39 

8.6 
24.7 
41.4 
94.8 

247.4 

49.1 
21 to 29 days        . .                 230 15.8 
30 to 60 days ,                415 20 0 
61 to 180 days                 220 12.6 
181 to 365 days                  42 2.5 

Total             1,615 38.2 100.0 1,587 34.4 100.0 

Median stay (days)     23.9 .. »20.5 

Kentucky Western 

Number of 
admissions 

Average 
stay 

Percent 
ol total 

Number ol 
admissions 

Average 
stay 

Percent 
ol total 

Less than 21 days                519 11.4 
25.0 
41.4 
96.8 

261.8 

37.6 
18.8 
27.1 
12.7 
3.8 

531 
421 
390 
204 
67 

10.0 
24.9 
41.6 
95.7 

245.4 

32.9 
21 to 29 days                259 26.1 
30 to 60 days                 374 24.2 
61 to 180 days      ....                175 12.6 
181 to 365 days                  53 4.2 

Total             1,380 42.5 100.0 1,613 42.1 100.0 

26.0 .. >25.9 ... 

> Length of stay (days) as ol June 30,1972. 
> Total admissions, Inludes Iranslers. 
a Median. 

Source: OPA, KDMH. Prepared by Statistical Section, KDMH. 

AVERAGE LENGTH OF STAY' FOR ADMISSIONS, BY DIAGNOSIS, KENTUCKY DEPARTMENT OF MENTAL HEALTH 
PSYCHIATRIC FACILITIES, JULY 1, 1971-JUNE 30, 1972 

Diagnostic category Total       Total days 
Average stay 

(days) 

Senile and presenile dementia  
Alcoholic psychosis  
Psychosis associated with intracranial Inlection  
Psychosis associated with other cerebral condition. 
Psychosis associated with other physical condition. 
Schizophrenia  
Major alfective disorders  
Paranoid stales  
Other psychosis  
Unspecified psychosis  
Neuroses  
Personality disorders  
Sexual deviations  .  
Alcoholism  
Drug dependence  
Psychophysiologic disorders  
Special symptoms-   
Transient siiuaiional disturbances  
Behavior disorders of childhood and adolescents... 
Nonpsychotic organic brain syndrome  
Borderline mental retardation  
Mild mental retardation  
Moderate mental retardation   
Severe mental retardation  .. ... 
Profound mental retardation  
Unspecified mental retardation . .  
Social maladjustments  .......... 
Nonspecific conditions  
Without mental disorder . .. 
Nondiagnostic terms   
Undiagnosed  

Total  

37 2.555 
117 4,487 
238 503 
427 28,846 
33 1,718 

1.755 95.302 
212 10,808 
34 1,521 

109 4,006 
2 84 

490 12.577 
194 4,586 

» 173 
1,785 'f'HJ 104 2,298 

1 5 
1 20 

57 1.425 
4 112 

242 11.782 
27 877 

Ml 5,056 
125 6.875 
31 2,^ 
7 132 

20 1.918 
23 358 
2 5 

12 171 
41 235 

186 3.687 

69 
38 

2 
68 
S2 
S4 
SI « 
17 
42 
16 
24 

n 
82 
M n 
19 
96 
16 
2 

14 
6 

20 

6,426 243,261 38 

> As of June 30,1972. 

Source: Kentucky Department of Mental Health computer tabulations. 
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EXHIBIT II 

PEKSOmSL COSTS It 

aSKTUCia MOTAL BEAITH CSWTSXS 

BI MUCK CATtCOKISS 

11% AaamsTMTivt - CURICAL 

.^-^-^ zzv. CimCAL - TSCBIIICIAJI 

'wwULj^ssMi^l^siy. 

TOTAL EXPENDITURES FOR MENTAL HEALTH PERSONNEL BY REGION 

Administratiyo and Clinical. Clinical 
Total clerical technica professional Total clinical 

parsonnel 
costs Par- Per- Per- Per- 

Rilion Amount cant Amount cent Amount cent Amount cent 

1  $450,324 »58,452 13.0 ^1,456 11.0 ^40,416 76.0 «91,872 87.0 
2  SS4.304 82,320 14.0 133, 512 23.0 368,472 63.0 501,984 86.0 
3  594,142 45.240 8.0 150.780 25.0 398,122 67.0 548,902 92.0 
4  950,012 115,296 12.0 259.872 2;.o 574 844 61.0 834,716 88.0 
»  967,488 99,984 10.0 189.000 19.0 678, 504 71.0 867,504 90.0 
«  4,010,514 446,011 11.1 629.128 15.7 2,935, 375 73.2 3,564,503 88.9 
7  1.105,464 111.132 10.0 172. 332 16.0 822.000 74,0 944.332 90.0 
«  363,600 34.140 9.0 113.232 31.0 216,228 60.0 329,460 91.0 
»  307,464 36,240 12.0 90.120 29.0 181,104 59.0 271,224 88.0 
0  403,668 46. 272 11.0 92,328 23.0 265.068 66.0 357,3% 89.0 
1  1,302,241 175,171 13.4 179,319 13.8 947.751 72.8 1,127,070 86.6 
2  855.564 93,456 11.0 483.276 56.0 278,832 33.0 762,108 89.0 
3-_  2,163,024 212,976 10.0 479,112 22.0 1,470,936 68.0 1,950.048 90.0 
4  309, 348 43,692 14.0 54,912 18.0 210.744 68.0 265.656 86.0 
5  2,488,980 316,464 12.0 537,300 22.0 1,635,216 66.0 2.172.516 88.0 

Total.... U, 856,137 1.916,846 11.0 3,615,679 23.0 11,323,612 66.0 14,939,291 89.0 
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TOTAL NUNBGR OF MEMTW. HEALTH PERSONXa BY REGION 

AdHMOTStritiw Sftd CtincHaiid aiMcaaM 
dencal teckiHcal 

TsM 
pMsmnel Ration Nambw PWMl Nimbw PeRwt Nvmbw 

U.  «H 10 21.0 10 11.0 »» 510 
2.  79 14 17.7 30 37.0 35 45.0 
3  7S 7 lao 34 45.0 34 45.0 
«  134 10 15.0 60 45.0 54 4a 0 
S  US 20 16.0 42 31.0 63 51.0 
•._  446 

^^ 
12.9 117 26.2 msi 60.9 

7.  135K 17.0 40 30.0 72 510 
t.„  S4 t 11.0 28 52.0 20 37.0 
9  40M 5H 14.0 19^ 4S.0 15H 30.0 
10.  58 6 10.5 23 40.0 27 49.0 
IL  1S7M 31K IS. 7 414 24.7 94W 56.1 
«.„  134 16 12.0 an 51.0 49V« 37.0 
13.  as 3S 110 102 36.0 145 51.0 
14  33 7 21.0 u 310 15 45.0 
15.  

ToW  

310M 46H 15.0 in 36.0 153 49.0 

2,123H 3081^ 14.5 737H 34.7 1,077H 50.1 

TOTAL COST OF MENTAL HEALTH PROGRAMS, BY REGION 

Region 

Total  

Grand total  
Percent  

Total percent.. 

Total cost Administrativ and 
(operating 

and — 
personnel) 

clerical 

Number Percent 

Clinical technicians Clinical protei 

Number 

iloneli 

Number Percent Percent 

511,731 66,435 13 58,211 387,085 76 
671,613 94,542 14 153,597 421474 63 
698,990 53,628 8 176,992 468,370 67 

1,117,661 135.413 12 307,137 677,110 67 
1,162,485 119,483 10 226,049 816,951 71 
4,557,402 506,188 11 716,630 3, 334, 584 73 
1,285,423 129,127 10 201,125 955.170 74 

422,800 39,468 9 131,584 251,748 60 
341,626 40,339 12 100,029 201,259 59 
463,986 52,906 11 106. 201 304.878 66 

1,514,202 202,729 13 208,997 1,102,502 73 
1,043,370 114,114 11 588,447 340,807 33 
2,637,834 260,457 10 583,570 1,793,806 68 

368,271 51,941 14 65. 518 250,811 6< 
2,998,771 377,638 12 649,454 1,971,678 66 

19.796,182 2 244,408 11 4,271,541 11280,233 . 

22 
7,551,774 

67         ; 

19 

ti-nt o ' Tt ' • 
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EXHIBIT III 

KENTUCKY COMMUNITY MENTAL HEALTH CENTERS 

REVENUE 

Mr. ROGERS. Thank you very much. We appreciate your testimony 
and your being here today. 

Are there any questions ? 
Thank you very much. 
Dr. FARABEE. May I add one thine. There was a rational explanation 

for "the 499 persons''—mentioned in tlie testimony preceding mine— 
and tliat was not tiie correct numlx-r. ''Convalescent leave" means they 
are in nursing homes—they are there or at home. It was fullj- knowl- 
edgeable by the home where they were, and it was merely an adminis- 
trative change in the recordkeeping mechanism, by which they were 
discharged, with the centers later picking up the care. There was no 
problem in our minds ever about the situation. 
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Mr. KooERS. Thank you so much. We appreciate your giving us this 
testimony. 

[The following letter and attachments were received for the record:] 
DEPABTMENT OF MENTAL HEALTH, 

Frankfurt, Ky., May 18, 2973. 
Hon. PAUL ROOEBS, 
Chairman, Suhcommittee on PuWc Health and Environment, 
House Office Building, Washington, D.C. 

DEAB CONORESSMAN ROGERS: I was deeply appreciative of the opportunity to 
testify at the oversight hearing on the Community Mental Center Act (HR 5608) 
on May 9. 

The great Icnowledgeabllity and humane concern of the subcommittee members 
were most heartening to all of us who have been in the field developing commu- 
nity mental health programs. I left Washington much encouraged about the out- 
come of HR 5608 and the future of federal support for community mental health. 

As you will remember, the pressure of time left no opportunity for the com- 
mittee members to direct questions to me. Therefore, 1 wonder if it would be 
possible for an additional statement to be placed into ther printed record of the 
hearings answering some of the questions undoubtedly raised by the testimony 
preceding mine. In that way there would be a full record available in the event 
of any future debates concerning the Kentucky mental health program. I have 
taken the liberty of enclosing this and would be most grateful if it were possible 
to enter this statement as an addendum to the testimony. 

At any time in the future that you may wish clarification or additional infor- 
mation from me, please be assured I would be delighted to reply either personally 
or by mail. 

Respectfully, 
DALE H. FABABEE, M.D., 

Commissioner. 

ADDENDUM TO TESTIMONY OF DALE H. FABABEE, M.D.—MAY 9, 1973 

Since the inception of the Kentucky comprehensive community mental health 
program the Department of Mental Health, mindful of Its regulatory responsi- 
bilities, has built a quality control component into our system. From the begin- 
ning it has been a stated and often reiterated objective of Kentucky's program 
that the centers provide the highest possible quality of care. In no way was 
this, however, to be confused with a traditionalistic approach that might prevent 
the development of creative programs and innovative methods of delivering serv- 
ices, particularly necessary because of Kentucky's geography. 

From time to time it has become apparent that those who question the quality 
do not have first-hand knowledge of the actual performance of the centers in 
relation to the patients, but are questioning new and innovative ways of present- 
ing these programs. 

At any time that innovative programs are developed, those who are more com- 
fortable with traditional approaches, no matter how limited, appear to be 
threatened and uncertain of the more creative, more wide-ranging approaches. 

TO further enhance its evaluative capability the Department of Mental Health 
has within the past year established in the OflRce of the Commissioner a Li- 
censure, Standards Research and Development Section. In addition to the staff 
necessary to regulate statewide alcohol and drug abuse program.s in accordance 
with legislation enacted by the 1972 General As.sembly, this section Includes an 
evaluation component to provide measurements and scientific study methods for 
review and study of all facets of the mental health center programs, and of the 
department's own facilitie.s. This section is at present directed by a staff member 
who holds two Ph.D. degrees—one in mathematics and one in clinical psychology. 

In tandem with the nationally recognized computer system of the department 
described earlier in our testimony, and the regularly scheduled clinical on-site 
evaluations by department staffs and outside consultants, this evaluation section 
places the Department of Mental Health in a superior position to judge quality of 
treatment and performance of the centers. 

In addition, centers around the .state have develojied client satisfaction ques- 
tionnaires and their own evaluation components which will also provide con- 
siderable information on the efficacy of the program In the future. 
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Since the "Survey of Mental Health Needs in Kentucky" has been placed Into 

the record by the testimony of Mr. Ashar TuUis, 1 feel it Is necessary for me to 
enter the following comments. 

As Mr. TuUis stated, the membership of the Kentucky Psychiatric Association, 
one of the co-sponsors of the original survey, discredited the final document by 
refusing to endorse it. In addition, a doctoral candidate at the University of 
Kentucky, intrigued by noticeable gaps in the final survey document, developed 
a rather intensive study of the manner in which the document presented as the 
final survey report was prepared, as part of her course work under the super- 
vision of a professor on the graduate staff of the university. 

The professor wrote in her introduction to the student's analysis of the survey: 
•'This study clearly shows that the findings of the L'rban Studies Center' were 
not reported accurately in tlie Survey (the final published report). Thus, the 
membership of the Association, as well as the citizens of Kentucky, had mis- 
information on which to base their decisions about the mental health programs 
they would or would not support." 

This observation speaks for itself. The recommendation concerning the Com- 
mission which appeared in the final Survey was the work of a small hand-picked 
committee and had little relationship to the Survey Itself. 

It has been noted that Kentucky has completed its network of comprehensive 
centers, giving coverage to the entire state. Development of such a broad spectrum 
of services, recruitment of major professional personnel and establishment of a 
system of record keeping and accountability has been done in a few years with 
almost a remarkable lack of major crisis. There have been a few, however, that 
obscure the daily successes of citizen boards and staffs they employ. There is 
much yet to be done, but we are confident that we have a flexible system that 
will grow and flourish. 

Kentucky's problems with one of the 22 centers—that of the Barren River 
Comprehensive Care Center which covers the Glasgow/Bowling Green area in 
western Kentucky—have been much publicized, and I am sure is known to this 
committee. 

I believe the committee has received the report of the special investigator, 
Mr. William Druhan, who was assigned to Kentucky by the House Committee on 
Interstate and Foreign Commerce, to study first-hand the audit reiwrts, account- 
ing records and present status of the Barren River Comprehensive Care Center. 

As Mr. Druhan can corroborate, the Department opened all books and records, 
as did the center staff, to his inspection. I, of course, have not seen Mr. Druhan's 
report but I fjelieve that I can say truthfully that the Barren River program is 
now fiscally sound and that program development is taking place at a healthy 
growth rate. Staff morale Is now at a much higher level, internal auditing proce- 
dures and controls have been firmly established, and .ill aspects of the Kentucky 
community program—services covering mental illness, developmental disabilities, 
alcohol and drug abuse—are now being offered or developed. 

One other failure in the system has recently been recorded in the press—and 
in testimony before this Committee—that of the Crisis Center in Loui.sviUe. I am 
enclosing copies of several articles in The Courkr^ournal which instigated the 
initial critical article which indicate the steps taken by the staff to correct the 
failure In its system. 

The fact that the Crisis Center had served more than 30.000 persons last year 
and that in the month of March, 3670 callers were eared for was not mentioned 
in the testimony before this committee, although mention of this did appear in 
the critical newspaper report. The staff and director of the Louisville center 
concerned have made extensive evaluations of the problems involved to the 
extent that The Courirr-JoiirtiaJ has written a laudatory editorial concerning the 
non-defensive attitude of the center leadership and the steps they are taking to 
prevent a recurrence. 

I would like to directly address the statement by Mr. Tnllls In his testimony 
before the subcommittee that there has been a de-emphasis of the state hospital 
program. 

All of the four state psychiatric hospitals have been accredited and re-accre- 
dited by the ,Tolnt Commission on Hospital Accreditation for the first time in 
Kentucky's history, since the development of the community mental health center 

' (NoTB.—th» orlifinal rcfsenrcherB with whom the Mentnl Health Adsoolntlon and Psy- 
chiatric AoFoclatlon contracted and who actually conducted the survey Itself.) 
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progrnm, which began in Kentucky shortly after I assumed the position of 
Commissioner in 19«5. This hardly appears to be a diminution of quality. 

There has been, In fact, an integration of the state hospital program into the 
total circle of services which includes community mental health centers, the 
private hospitals referred to in onr previous testimony, halfway houses, alterna- 
tive care homes provided by the private sector and a host of others to provide a 
full sftectrum of comprehensive services for the mentally disabled of Kentucky. 

While the hospital population has diminished, the staff has remained at the 
same level, thus providing a realistic ratio of staff/patient coverage. The hos- 
pitals no longer are the prime decision makers and the only recourse for those 
who are mentally ill. If that is de-emphasls, then that is in accordance with the 
goals of the community mental health program. 

As members of the subcommittee implied in their questioning of the witness, 
it is quite diflBcult to believe that a state now in the process of reorganzation 
for greater coordination of human resource services and a department which has 
not only provided the leadership for the first complete network of mental health 
centers in the program and which has brought its own facilities from low levels 
to highly respected and accredited levels of treatment, cannot regulate or judge 
the efficacy of a system of services for the citizens that we have sworn to assist. 

I deeply appreciate the opportunity you have given me to appear before this 
most knowledgeable and concerned committee. 

[Courier Journal, May 16, 1973] 

A FOBTHBIOHT APFBOACH TO FAILUBE 

When a reporter tested the effectiveness of the agency that offers to help you 
"build a life you can Uve with" by posing as a potential suicide, Louisville's River 
Region system broke down. But the aftermath was a kind of vindication. 

After the reporter called the mental health agency's Crisis Center, it will be 
recalled, 3% days elapsed before he got face-to-face help from an interested 
counselor. For a truly suicidal personality, the experience could have been fatal. 

When River Region authorities were told what had happened, several defenses 
must have occurred to them: Perhaps the reporter's pose wasn't convincing. The 
whole thing was sneaky. Or, one breakdown doesn't indict a whole system. 

Instead, the River Region executive director, Del Combs, met the questions 
head-on. Then he ordered a thorough study, and Medical Director Alfred Chat- 
man suggested changes in procedure. 

At a public meeting, the River Region's board of citizen directors was told the 
facts. At present, Mr. Combs conceded, the same thing could happen again. Yet, 
by not taking a hostile and defensive stand. River Region showed real concern 
for service In the areas for which the agency is responsible: mental health, 
retardation, alcoholism and drug abuse. 

The incident is one that other public officials and agencies could meditate on. 

(Court*r-Journal Maj 10, 1973] 

STUDY SUOOESTS CRISIS CENTER IMPROVEMENTS 

(By Chris Waddle, Courier-Journal Staff Writer) 

A continuing staff Investigation Into the handling of crisis situations by the 
River Region Mental Health-Mental Retardation Board already shows eight rec- 
ommendations toward improving the board's 24-hour Crisis and Information Cen- 
ter and neighborhood mental health centers. 

Among the recommendations announced last night are: face-to-face interviews 
with clients in the event of any life-threatening epl.sode, improved communication 
between River Region's different offices, and preparedness by the agency's staff to 
provide crisis intervention services whenever they are needed. 

The internal investigation was launched by the board's executive director. Del 
Combs, the day after an April 22 story in The Courier-Journal & Times revealed 
it took a reporter—posing as a potential suicide—3'/^ days to make personal con- 
tact with someone in the agency responsible for dealing with such cases. 
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The Courier-Journal reporter twice failed to get face-to-face evaluations, was 
sent to a neighborhood center that turned out to be closed, and on a later visit to 
the center waited some time before a receptionist told him no counselor could see 
him. 

Combs said in an interview yesterday the series of events was a "comedy of 
errors." But he said the agency is trying to deal with the problem in an honest 
way to see that such a thing does not happen again. 

"If we are honest," he added, "we would have to say it could happen again." 
The official said he had ordered questionnaires sent to every component of 

River Region to see if staflf members thought their offices could commit goofs 
similar to those the reporter encountered. 

Not all the answers are back yet, but some mental health workers thought it's 
possible the series of events could recur in almost all of the 13 neighborhood 
mental health centers in the agency. 

Communication among River Region's components is one of the main problems, 
according to a report prepared by Dr. Alfred L. Chatman, medical director for 
the agency. 

The report said Interviews with the principal River Region employes involved 
in the newspaper investigation revealed the workers doubted the degree of sui- 
cidal risk in the patient portrayed by the reporter. 

But the official's report cited seven different errors on the part of the agency 
in the case of the reporter's portrayal, which was made with no warning to River 
Region. 

Chatman listed the mistakes as the referring of a client to a closed clinic with 
no alternative procedure for him to follow, the fact that his name was not re- 
ferred to the neighborhood center, the lack of a personal interview to assess the 
intensity of the suicide threat and problems In the neighborhood center's waiting 
room. 

More recommendations for improving on the problem areas are expected to be 
presented to River Region's next board meeting. But the eight that have been 
made so far—with immediate distribution of them to River Region's different 
components—are listed in Chatman's report. In brief, they are: 

No office in the far-flung mental health agency should be completely closed dur- 
ing regular working hours. Or if closing is ab.solutely necessary, alternative 
courses of action for clients should be presented. 

An in-service training program of analyzing the handling of crisis calls should 
be expanded in the Crisis Center and Introduced in all units of River Region. 
Emphasis should be on dealing with life-threatening emergencies and other severe 
impact situations. 

Staff should be rotated among the different service centers of River Region 
so they can understand the importance of communicating with each other about 
patients. Reception areas in the centers should be Improved so that a client can't 
come into one without getting immediate attention. 

Assumption should not be made about the emergency nature of a client's prob- 
lem. Inquiry should be made to determine if immediate attention is needed before 
cases are given routine appointments. 

In the case of life-threatening episodes, "error must be made In the direction 
of doing too much rather than run the risk of doing too little." If possible, such 
cases should result in face-to-face Interviews by a professionally trained person. 
If any question exists about risk, a physician who has the ultimate medical 
responsibility should be brought In. 

Receptionists should be free from duties that keep them from making Imme- 
diate contact w^lth persons who come Into their centers. 

Every center should be able to borrow personnel from other centers If neces- 
sary to deal with a crisis situation. 

Every service unit of the mental health agency should have the Immediate 
capability of dealing with clients regardless of previously scheduled appoint- 
ments, meetings or lunch breaks. 

"We should assume within all of our service areas that we are operating an 
emergency service and have no way of predicting when or what emergency will 
strike next," Chatman's report says. 

"This is a fact in our work, and we must be able to react immediately and 
decisively to any problem as it presents Itself to us." 

Combs, the executive director of River Region, told board members yesterday 
that the agency Is not being defensive about the newspaper's findings. 



113 

And he noted the article reported River Region's official view that what tlie 
reporter experienced in his pretend-suicide case was not considered typical. 

"But obviously we have some gaps there," Combs said, "and we are moving to 
close them." 

Combs said he welcomed the role of the press in pointing out holes In River 
Region's services "because we want to do our best." 

[Shelby News-Sentinel, May 8, 1973] 

CRISIS CENTER WORKS 

If customer satisfaction is an accurate barometer of success, then personnel 
of the River Region Cri-sis and Information Center can now- be assured that the 
many long hours spent on the telephone helping people with their problems is 
appreciated. 

The center has just compiled the results from a recent telephone questionnaire 
sampling of 100 randomly selected former clients. 

The clients were asked to an.swer either "yes," "somewhat" or "no" to each of 
four question.s selected to guage the centers effectiveness. 

Following are the questions and results: 
Did you feel the people you tallied to at the Crisis and Information Center 

were interested in helping you with your problem? Yes, 87 percent; somewhat 
7 percent; no, 6 percent. 

Did you get the help you wanted? Yes, 71 percent; somewhat, 24 percent, no, 
5 percent 

Now that you have used our services, If you needed help again, would you be 
likely to call us? Yes, 90 percent; somewhat, 6 percent; no, 4 percent. 

Would you recommend our service to a friend ? Yes, 94 percent; somewhat, 
4 percent; no, 2 percent. 

The center handled 27,000 calls during Its first year, 30,000 last year, and 
anticipates handling at least .36,000 this year. 

In March, 3,070 calls were received at the center, including 72 that were suicide 
related. 

Calls can be made toll free from anywhere In the River Region service area: 
Jefferson. Oldham, Shelby, Henr.v, Trimble, Bullitt and Spencer counties. 

Two numbers ring into the center: 589-4313, the HELP line for problems of a 
general nature, and 589-4470, the Hair (Help Always In Reach) line for youth- 
oriented problems. 

River Region operates the center and funds it jointly with Metro United Way. 

Mr. ROGERS. This concludes our hearings of today. 
[Whereupon, at 3:15 p.m. the subcommittee adjourned at the call of 

the chair.] 





COMMUNITY MENTAL HEALTH CENTERS- 
OVERSIGHT 

7BIBAT, JXTKE  15,  1973 

HOUSE OF REPRESENTATIVES, 
SUBCOMMITTEE ON PUBLIC HEALTH AND ENVIRONMENT, 

COMMITTEE ON INTERSTATE AND FOREIGN COMMERCE, 
New York, N.Y. 

The subcommittee met at 9 a.m., pursuant to notice, in the Mercury 
Rotunda, New York Hilton Hotel, Avenue of the Americas and 53a 
Street, New York, N.Y., Hon. James Symington presiding [Hon. Paul 
G. Rogers, chairman]. 

Mr. SYMINGTON. Good morning, ladies and gentlemen. 
With your indulgence, we will oegin the proceedings. 
I regret very much to say what I think some of you already know. 

Congressman Hastings and I, Congressman Symington, have to leave 
to catch a plane in a little over an hour in order to cast some votes 
which we did not know would happen when we originally scheduled 
this meeting. 

I would like at this time to formally open this, the second oversight 
hearing on community mental health centers. 

I am sure everyone here knows that the administration has pro- 
posed termination of assistance to new centers, whereas the 1974 ex- 
tension bill continues for 1 year the community mental health services 
program and that bill is actually on the President's desk and it is our 
fervent hope that he will sign it. 

We know, contrary to the testimony that has been received from 
spokesmen of this administration, that community mental health cen- 
ters are not just demonstration projects and were not really intended 
to be demonstration projects. 

They were intended to be established and to go into operation and 
remain so. I think the additional figure was some 1,500 centers, of 
which there are now only 325 in operation. 

I think that our meeting this morning ought to convey to the com- 
munity that you represent and to the Congress the interest of New 
York. 

I must say in that connection that we are here at the behest of Con- 
gressman James Hastings of New York who secured the permission 
of the Chairman, Paul Rogers of the Subcommittee on Public Health 
and Environment of the Committee on Interstate and Foreign Com- 
merce, to come here and take your testimony. 

Although Mr. Hastings and I do have to leave around 10:30, it is 
our decision, with the chairman's permission, to allow the record to 
remain open after we close the formal part of the hearings and the 
stenotype reporter will remain here and for one of you, perhaps the 
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Commissioner, to conduct discussions perhaps as a panel as you might 
deem warranted and then we will incorporate those observations, com- 
ments and discussions into the complete record before we close it. 

Before introducing the witnesses, I wonder if Mr. Hastings would 
like to make a comment at this time. 

Mr. HASTINGS. Thank you, Mr. Chairman. 
First I would like to thank you on behalf of Chairman Rogers for 

coming to New York with me. Chairman Paul Rogers expressed his 
regret at not being able to be here. 

He has a great interest in community mental health centers and I 
think as a result of our committee's work we will have permanent com- 
munity health centers. 

This morning, members of the House Subcommittee on Public 
Health and Environment are holding oversight hearings on the fu- 
ture of the Community Mental Health Centers Act. On May 31, the 
House—by a vote of 372 to 1—passed and sent to the President my 
Health Programs Extension bill. This legislation would extend the 
Community Mental Health Centers Act one more year, along with 11 
other Federal health programs. We on the subcommittee hope 
the President signs the bill, to give us time for proper study and 
evaluation. 

The subcommittee is agreed that the community mental health cen- 
ters program was not intended to be a mere "demonstration program," 
as assumed by some members of the administration. On the other hand, 
the program was never intended to be used as a permanent source of 
financial support. It was intended that all centers be operated eventu- 
ally witiiout direct Federal assistance. 

Our subcommittee is currently exploring a decentralized, regional 
approach to health care for the Nation, within a framework of special 
revenue sharing and some form of national health insurance. We view 
the Community Mental Health Centers Act as an early leader in the 
regional approach to health care delivery. This morning, we will be 
most interested in suggestions from the witnesses as to how community 
mental health centers can be improved and how a full complement of 
1,500 such centers can fit into a decentralized system of funding. 

I would only say in clarification of where we stand today that, as 
Mr. Symington pointed out, the administration scheduled termination 
of the community mental health centers program as of June .30. 

A 1-year extension, by means of H.R. 7806, was passed with the co- 
sponsorship of Mr. Symington and myself and many other others in 
the Congress. It passed by a vote of 372 to 1 and it is awaiting passage 
in the Senate. 

This hearing today will be part of the consideration of what type of 
mental health program will exist in permanent statute. 

So, it is of extreme importance what develops in this hearing and 
subsequent hearings which will be held in Washington. 

We appreciate very much the fact that you will help us to build a 
record to nelp pass some permanent form of legislation. 

Because of the time limitations, I will turn the hearing back to the 
chairman so that we can proceed. 

Mr. SYMINGTON. Thank you, Mr. Hastings. 
First, I would like to determine if we have present the witnesses 

whose testimony will become part of the record today: 
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Mr. Irving Blumberg, executive director of the New York Citizens 
Against Mental Illness. 

Why don't you take the chair, sir, because you will be the first 
witness. 

We will also be hearing today from Commissioner Miller, Commis- 
sioner Christmas, Reverend Hutchinson, and Dr. Campbell. Also, Mr. 
Schneier, Dr. Paster, Dr. Hart, Mr. Cooper, and Mrs. Sabino, who I 
met earlier. 

My suggestion is that the witnesses try to restrict their verbal testi- 
mony to the bare essentials of what we must know, recognizing that 
their full statements, written statements, will be made part of the rec- 
ord in any event. 

With that, we will begin bv welcoming Mr. Irving Blumberg, execu- 
tive director of New York Citizens Against Mental Illness. 

It is very kind of you to be with us today and we look forward to 
your testimony. 

STATEMENT OF IRVING BLUMBERG, EXECUTIVE DIRECTOR, NEW 
YORK CITIZENS AGAINST MENTAL ILLNESS 

Mr. BLUMBERG. Thank you, Mr. Chairman and Mr. Hastings. 
My name is Irving Blumberg and I am the executive director of the 

Citizens Against Mental Illness. 
First may I express our gratification at the forthright action of the 

Congress—the House and the Senate—in reasserting its legislative 
prerogative by overwhelmingly repassing the legislation continuing 
community mental health center programs and other essential health 
programs. 

More particularly. I would like to express our deep appreciation and 
gratitude to you. Congressman Symington, and you. Congressman 
Hastings, from our own Stat« of New York, for exercising initiative, 
courage, and leadership in sponsoring this legislation now awaiting 
the President's action. 

Your sponsorship and that of many other Republicans and Demo- 
crats exemplifies the nonpartisan nature of this measure which so 
vitally affects the health of millions of Americans throughout the 
land. 

The reenactment of the health legislation earlier vetoed by the 
President goes to the heart of tlie issue of continued Federal responsi- 
bility for the health of the American people. 

The administration cannot and must not be allowed to dictate legis- 
lative and fiscal authority over Congress. The Congress should not 
and the concurrent actions of both Houses have so signified, decide to 
absolve the Federal Government of substantial co-responsibility, with 
State and local governments and the private sector, in assuring ade- 
quate and humane levels of service to meet the health, education, and 
welfare needs of all of the people. 

We fully recognize that what is here at issue is not simply the con- 
tinued existence and expansion of community mental health centers 
desirable as this may be. 

Also involved is the need for strengthening the integration of cen- 
ter services with other equally important subsystems of local mental 
health service delivery systems, however funded, and by whomever 
administered. 
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We must strive, I feel, to develop a truly comprehensive, effective, 
and continuous interrelated system of health care for those who need 
such health care wherever they live and whajtever their social and 
economic status. 

Hopefully therefore these hearings and the discussions to follow 
will lead us to work in a spirit of partnership and cooperation which 
will assure that high quality services, particularly rehabilitative serv- 
ices, will be made available and accessible even to our least advantaged 
and most vulnerable fellow citizens. 

Thank you very much. 
Mr. SYMINGTON. I thank you very much for your statement for both 

its content and its brevity. 
With the permission of the witnesses, I would like to establish my 

own schedule of witnesses here which may not be precisely in accord- 
ance with the schedule some of you have at this time and I would like 
to call on Commissioner Alan Miller, Commissioner of Mental Hy- 
giene for the State of New York. 

We are very glad to have you with us today. 

STATEMENT OF DR. ALAN D. MILLER, COMMISSIONER, NEW YORK 
STATE DEPARTMENT OF MENTAL HYGIENE 

Dr. MILLER. Many thanks for holding the hearing and for inviting 
me. 

I echo Irving Blumberg's remarks about the leadership the Con- 
gress has exercised and our gratitude for your being here. I personally 
reel proud as a New Yorker that among you is Congressman Hastings. 

I have a written statement which, with your permission, I will not 
read, but which I would like to have made a part of the record. 

Mr. SYMINGTON. It is so ordered. [See p. 120]. 
Dr. MILLER. In my statement, I do describe briefly something of the 

impact that the community mental health centers program has had in 
New York, what impacts it ought to have in the future and, in short, 
my reasons for thinking that it should grow. 

I would like to depai't from my written testimony to talk briefly 
and even personally and perhaps autobiographically—in part, to estab- 
lish my credentials, which sounds too formal—and about my relation- 
ship to this program, which I think has given me a chanc* to see it to. 
observe it, and to be an actual part of it, which is a fairly unusual 
experience. 

I was on the staff of NIMH in the early 1960's. Those were 
exciting days when the Congress and tlie Executive were trying to put 
to work an enormous new surge of energy and concern for the mentally 
disabled and to find new instruments, new governmental and volun- 
tary instruments, for bringing an unprecedented level of concern for 
and response to the problems of the mentally disabled. 

In that exciting era—I was in charge of field operations at the 
time—a number of programs were born. Some of them were intended 
to be short lived. These included (1) a comprehensive mental health 
and retardation planning effort, which produced in every State a new 
involvement of thousands and thousands of citizens in thinking 
through the problems of their own States; (2) the hospital improve- 
ment programs which were, I think, unfortunately short lived; and 
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(3) the comprehensive community mental health services program and 
the retardation facilities program. 

They all represented a kind of federalism, a federalism which I 
regard as the most healthy kind. They were not Federal programs 
that made State and local programs something less. They were strong 
Federal programs based on the assumption that strong Federal pro- 
grams of a certain character would in fact stimulate and make pos- 
sible local growth initiative and competency in every conmiunity in 
the country. 

That was their thrust and that has been their consequence. 
In 1964, I came to New York. I was in charge of a community pro- 

gram and had a chance at that time in that capacity to see how this 
new legislation could really make a difference. 

Even in a State which had already made strong commitments and 
developed deep involvements in community mental health programs, 
this act became—to use the overworked term, but most appropriately 
here—became a catalyst. It was not a reward for good intentions. This 
was an opportunity for the development at the State level, as well as 
at every county level and for every population group, of a response 
to the needs and desires of citizens naturally grouped, and of the 
stimulus it provided throughout the State. 

It has brought about a qualitatively new kind of development of 
health services. 

There are certain characteristics of the community mental health 
and retardation services programs which to my knowledge make them 
unique among Federal health legislation. 

Their focus throughout has been on working with whole popula- 
tions, with natural geographically defined populations. These pro- 
grams were not designed to select special clientele according to a num- 
ber of restrictive criteria, but were rather designed to respond to the 
full range of needs of an entire population and to work with it and to 
find ways to do so. 

That unique approach, that focus on whole populations, I think, has 
been the essence and the strength of the community mental health pro- 
gram as we have seen it grow in many States and localities. 

For the last 4 years I have been a member of the National Advisory 
Mental Health Control and in that capacity I have examined, an- 
alyzed and finally approved every application for a mental health cen- 
ter that came before the HEW. 

I have thus had a chance to see the same kind of experience in every 
part of the country. Every center is not a static phenomenon. It is the 
result of a process and it is itself the beginning of a process. Every 
center has created a living entity in each site where it is located. 

This dynamic movement has given each community that has applied 
it an opportunity to hammer out natural workways for itself. That is 
why I tliink it would be important to enable this kind of effort to 
begin and to grow in all the many areas of the country, this State 
included, which have not yet had the same kind of support from a 
Federal program which not only has provided necessary and critical 
funds but has also carried with it the high level of leadership that only 
the Federal Government can provide for an idea whose time is long 
past. 
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These are some of the reasons why I think. Congressmen, that -we 
are dealing with a matter of crucial importance. We are dealing with 
more than a matter of trying to decide how funds should be provided. 
We are dealing with a much more fundamental matter: Namely, how 
do we meet our responsibility to mentally disabled people. 

The mental health program was not intended to be wholly depend- 
ent upon Federal funds. Federal funds made it possible to begin some- 
thing, often in impoverished areas with special groups of vulnerable 

Seople who would not have been able to start such programs when they 
id. 
If you look at the experience in New York and every other State, 

you will find that the funds provided by the State and by local, public 
and volimtary resources have far exceeded the Federal funds. But 
what cannot be measured, even proportionately, is the opportunity 
which this program has provided for something to grow in each new 
place in a way which was appropriate to it for us in New York, and 
I can only speak now for New York as its commissioner of mental 
hygiene. 

We think we have made a good start in this process. 
We have just adopted some interesting and important legislation, 

called unified services, which makes it possible for us to join the State 
and local capacities in every county and city in New York. 

The community mental health program would greatly help us con- 
tinue this essential work. 

I thank you for your patience and for coming to New York and we 
wish you well. 

[Dr. Miller's prepared statement follows:] 

STATEMENT OF ALAN D. MILLER, M.D., COMMISSIONEB NEW YOBK STATE 
DEPABTMENT OF MENTAL HYGIENE 

I am Alan D. Miller, Commissioner of Mental Hygiene of the State of New 
York. I am most concerned to see the maintenance of the Federal Government's 
effort In the provision of Communlt.v Mental Health Services. 

In New York we have reduced the average dally inpatlent population of state 
hospitals from a peak level of 93.000 to a little over 41.000. Although this reduc- 
tion is the result of a number of factors, a slgniUcant one is the provLsion of ade- 
quate treatment in local community facilities. It has been amply demonstrated 
that a well functioning community health service can make a significant impact 
on admission rates and more importantly resident patient rates in state hospitals. 
Since the care of the long term state hospitalized patient represents a tremendous 
expenditure of public money, continuation and expansion of the mental health 
center program is fiscally sound. 

The saving in human distress and the elimination of the personally damaging 
effects of long term hospltallzation in remote Impersonal institutions are, of 
course, too well known to require further description by me. 

It seems strange that on the one hand the Department of Health, Education, 
and Welfare, through the Developmental Disabilities Services Act. is making 
specific grants to states to help plan for deinstitutionalization of the mentally 
retarded but on the other is threatening to extinguish the Community Mental 
Health Center program, which has the potential to be a great force for deinsti- 
tutionalization of the mentally ill. 

Since the Community Mental Health Center program started, New York State 
has built, or has in process of development, 26 mental health centers at a total 
cost of $98.a55,000. Of this amount, $15,622,000, or 1.5.7 percent represents the 
Federal share of costs. Thus, a relatively small investment of federal dollars 
generates considerable resources from the state communities. Furthermore, the 
success of the concept has allowed us to develop three community mental health 
centers without any construction costs, using existing buildings In a variety of 
imaginative ways. 
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There are currently expressions of Intent from six communities wishing to 
engage in construction of community mental health centers. While it is as yet 
uncertain how many of these will be developed in the absence of federal support, 
I know that this source of funding often makes the difference between a go or a 
no go situation. This is particularly true in poverty areas where the potential 
for voluntary agency or local governmental participation Is small. 

Of course, construction, though important Is not the only part of the com- 
munity mental health center program which concerns me. It has been our ex- 
perience in New York that gross annual operational costs for a center run at 
about one-third the capital cost. 

For the year ending March 1973, the Federal Government gave to centers in 
this state $10,823,245 in staffing grants; state and local funds from various 
sources accounted for just over an additional $20 million. There have, however, 
been several community mental health centers in this state built with federal aid 
which have not received staffing grants. For example, Buffalo General Hospital 
and Arden Hill Hospital In Orange County both have newly built community 
mental health centers. Their staffing grant applications have been approved, but 
not funded. Brookdale Hospital with a mental health center in operation sought 
additional funds for an expansion of its catchment area. Again, the application 
was approved, but not funded. 

Now, It is true that all these centers, by imaginative use of staff and by staff 
sharing with other facilities, have begun to develop programs. In Buffalo where 
the mental health center director is also the director of Buffalo State Hospital— 
many of the staff move freely between state hospital and community mental 
health center programs, unhampered by questions of whose payroll they may be 
on. This makes for sound program development and particularly for continuity 
of care, a point stressed very strongly by the federal regulations. 

However, with no federal assistance the program operators are bound to move 
their services In directions where third party payments can be made. 

Although I subscribe to the view that, whenever possible, mental health pro- 
grams should be funded in the same manner as generic health services, there are 
some unique problems. In general, health services are paid for on a fee for service 
model through private or governmental insurance. Most fee for service programs 
are geared to traditional In-hospltal care—the most expensive way of providing 
treatment to psychiatric patients. Few third party payors cover nartial hospitali- 
zation, and such payment processes never cover the vitally important area of 
prevention. Since the Federal Government rightly mandates, through the con- 
sultation and education element of center programs, a preventive approach, it 
makes little sense to be advised to seek third party payments. Unless and until 
we have a universal health insurance program which covers the area of preven- 
tion as well as treatment, direct governmental support of staff carrying out 
these functions is essential. 

Another particular of the federal program which potentially is most useful is 
the provision for providing specialized services within mental health centers for 
children, for alcoholics, and for other special groups. The problems of providing 
third party payments for many of the services that these kinds of clients require 
are similar to those I've just outlined In regard to preventive services. 

The single most Important value of the mental health center program has been 
Its focus on the need for population-based services. The concept of providing 
services on the basis of total population needs In an area has been a powerful 
tool In overcoming some of the problems Inherent In the kinds of discriminatory 
selection of patients that all service providers are prone to, that Is, to serve the 
interesting case or the non-troublesome case. It has also provided a basis for the 
systematic study of an area to Insure that consideration Is given to all of the 
services needed by the population In that area. 

We have used the.se concepts In new legislation In New York State which 
Governor Nelson A. Rockefeller signed on Tuesday, June 12. It provides for a 
unified system of mental health, mental retardation and alcoholism services 
Jointly planned and delivered by state and local government in partnership with 
voluntary and private agencies. There are requirements for strong integrated 
planning efforts requiring a participation of consumers as well as providers In 
these efforts, and a strong requirement for effective evaluation and measurement 
of program effectiveness. The continuation of the Federal Community Mental 
Health Center program will be of great assistance to us In implementing our 
plan for the development for a unified system of services within New York State. 
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I would like to take this opportunity to make known to you a major concern I 
have about what seems to be the proposed direction of the Federal Government 
in regard to the support of health manpower training. The recommendations 
contained in the Administration's proposed budget for 1974 will substantially 
reduce the level of funds available for the support of training grants, research 
fellowships and research scientist development activities of the National Instl- 
tue of Mental Health, of the Health Resources Administration, and of the Social 
and Rehabilitation Services Agency. I believe this to be a very shortsighted ap- 
proach to the future needs of this country for the development of the kinds of 
services which are needed by our citizens, particularly In urban poverty areas 
and underdeveloped rural areas. 

The shortages of health manpower continue to be a major obstacle to the de- 
velopment of adequate health services. We find this to be particularly true in 
providing services for the mentally disabled. If we do not continue to invest 
money in training, we will find ourselves with a generation gap in the develoj)- 
ment of health professionals and paraprofessionals, and we will have in the fu- 
ture an even greater prol)lem than we have had in the past in regard to the num- 
ber of trained people available to render preventive, treatment and rehabilitation 
services. I would urge you to scrutinize the budget for training purposes care- 
fully and hope that you will be able to assure yourselves that it will provide 
sufficient funds to insure that we will continue to have an ample supply of health 
manpower for services and, at least as important, for reseandi. 

Mr. SYMINGTON. Thank you very much. 
You mentioned a new State law. Are there improvements in Federal 

legislation that you would recommend at this time or just further em- 
phasis on what we are already doing ? 

Dr. MILLER. I have always thought that the heart of the mental 
health centers legislation has not been—although the concept is im- 
portant and had to be emphasized early—the so-called five essential 
services: inpatient care, partial hospitalization, emergency care, out- 
patient care, and consultation and education. 

There was, as I said, a great deal of emphasis on these essential serv- 
ices. They were important because their inclusion reflected the recog- 
nition that every population requires a full range of essential mental 
health services. 

I think the heart of the center program, however, was not the five 
essentials as such but the idea, the concept, of a single focus of respon- 
sibility. There had to be a '"living" organism that had to have the 
ability to assess its needs and have a program to provide all the needed 
services. 

As to improvements, there are certain needed flexibilities and I pro- 
pose them cautiously because, as you can see, for personal as well as 
professional reasons, 1 regard the program as a precious piece of 
legislation. 

1 think, for example, that it might be possible in some areas to sup- 
port a center whose major thrust was not residential care—as long as 
there were adequate provisions for residential services—but other 
forms of services some of which we may not be able to conceive of 
today. 

Various day services and partial hospitalization services are part of 
the total mental health program, but in some areas they will be all 
that is really needed to fill out the program. 

These are services which today are virtually never covered by third- 
party payments. It is difficut to get adequate financing for such 
services. 

I think that these forms of services might be modified. I think there 
are various ways of considering their formula, their duration, and 
their structure; but I won't go into them now. 
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There is one thing that I feel very stongly: The empliasis of the 
recent changes within the last several years, which made it even more 
possible for community mental health programs to begin in ai-eas 
which Avere poorest in resources, should be continued and strengthened. 

Any governmental program should be designed not simply to rem- 
force strengths but also to move capacities where there is now too much 
weakness for strengths to develop. 

That is federalism at its best. Wo might make even stronger efforts 
to support programs in impoverished areas. 

I would like, if you would jjermit me, the privilege of reflecting fur- 
ther on that important question. It is too important to give a quick 
answer. 

Mr. STMINGTOX. YOU may prepare a memorandum on that and we 
will make it a part of the record. 

[The following letter and attachment were received for the record:] 

NEW YOBK STATE DEPARTMENT OF MENTAL HYGIENE, 
OFFICE OF THE COMMISSIONER, 

New York, X.Y., July JO, 1973. 
Hon. JAMES F. HASTINGS, 
Congress of the United Staten, 
Cnnnon Office Building, Washington, D.C. 

DEAR CONGRESSMAN HASTINGS : Dr. Miller tells me that at a meeting with you 
.vtiu a.skecl hlra to prepare some recommendations for possible changes in the 
Community Mental Health Centers legislation. Following up on your request Dr. 
Miller called a meeting of eight people closely Involved in mental health center 
planning and development in this State. 

I enclose a summary of points made at the meeting which I hope will be of 
help to you In your further deliberations. 

Sincerely yours, 
ANTHONY SPFXLMAN, M.D., 

Deputy Commissioner. 
Attachment. 

JULY 9,19T3. 

MEETING OF JULY 3 ON COMMUNITY MENTAL HEALTH CENTERS 

The following Is a condensed version of notes taken by Dr. Spellman and my- 
self during -the July 3rd meeting on Community Mental Health Centers. I have 
found It useful to group the various ideas expressed by the participants In the 
following manner: 

A.  FtTNDING 

/. General.—There seemed to be general agreement that there should be a 
longer commitment by the federal government for funding of community mental 
health centers. Particular concern was expressed for the future of centers funded 
at the poverty level and a suggestion was offered to reduce the federal fvuidlng 
level for these centers by not more than 10% per year In order to allow them 
adequate time to develop alternative sources of revenue. 

There was also a recommendation that the federal government provide 
support for the entire program rather than for staffing costs only. 

2. There was concurrence on the need for continuing federal support of those 
program areas which are unlikely to attract support from 3rd party funding 
mechanisms, such as consultation and education, training, community organiza- 
tion activities, etc. (see also Congressman Boy's bill). 

3. Start-up costs of new centers should continue to be supported b.v the Federal 
Government, regardle.ss of other reimbursement mechanisms that may be de- 
veloped. 

4. There was less concern than expected about the gross discrepancies in 
funding levels of different catchment areas. However, there was agreement that 
a high level of funding does not necessarily mean a high quality program. The 
problem requires further study and perhaps new legislation could require NIMH 
to conduct such a study and develop guidelines to determine the range within 
which operational costs should be kept. 

21-333—73 9 
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B. COMMtTNITT MENTAL HEALTH CEKTER CONCEPTS 

1. Catchment areas.—The catchment area concept was considered to be basi- 
cally sound but in need of revivlslon of its oiierational definition to remove some 
of the rigidity which has crept in. No specific recommendation was made by 
the group; however, after the meeting, I saw Congressman Roy's bill whicll 
contains a new definition deserving of careful study. 

2. Essential services should be c-ontiuued as a basic requirement, possibly with 
the addition of pre-care and aftercare. The majority seemed to feel that, par- 
ticularly In poverty areas, there should be more flexibility for phase-in—not 
requiring 3 of 5 services immediately—including inpatient—and allowing more 
timn 18 months for pliase-in. 

3. System huildinff.^},lnch discu.ssion focused ou a stronger legislative mandate 
to total systems of care: 

Formal integration of all health components in each area—the Federal govern- 
ment would contract for a total service system. 

Tightening up of agreements with state hospitals—need for centers to increa.se 
their sense of responsibility for the severely or chronically HI. (We probably have 
a fairly good handle ou this in New York by iu.sisting that the written agreement 
preclude transfer to a state hospital on the basis of lengtli of inpatient stay 
alone. Perhaps this should be built Into federal regulations, if not the law.) 

The name of tlie Act might be changed to "Mental Health Services Systems 
Act". 

A comprehensive mental health plan should be mandated in lieu of the present 
State Plan for construction of community mental healtli centers. 

-}. Community control.—New legislation ought to mandate real community 
control. A great deal of thought will be required to identify clearly what is meant 
by this tenu. At a minimum it should mean control by a i-epresentative com- 
munity group which addresses itself to tlie total needs of the community rather 
than control by a group such as a hospital board with more parochial interesits 
relating to a particular agency. 

C.   POLICING   AND   EVALUATION 

1. The federal government needs effective power to police centers or should 
provide tlie varioiLS states with the means of i>oliclng Hiem. The legislative man- 
date to do .so must be reinforced by apiiropriate line item appropriation. 

2. There is need for much better evaluation of programs both internal and 
external with the ability of federal (and state) governments to make changes 
in program direction as needetl rather than merely mfmitoring conii)liance with 
the original application. The grantee himself should be required to make appro- 
priate changes in liis program in resi«>iise to changing need.s of the coinmvmity 
served or to new discoveries and techniques in the professitmal field. 

a. The contract between the federal government and the center should be in 
relation to specific program objectives. This would make possible a meaningful 
system of accountability. 

4. There should be a graduated response to non-compliance. The limited alterna- 
tives open to DHEW Regional Office staff often prevent effective action to force 
centers into a state of compliance. Total suspension of funds is an unpalatable 
alternative because it means that jieople in need will have to go without .services. 
A more appropriate resiKmse would be a partial withholding of funds until the 
deficiency has been corrected. 

Mr. HA.STINOS. I would like to acknowledge, your leadership in the 
State of New York. Having served in the State legislature from 1962 
to 1968 while you were actively developing the system of mental 
health centers in the State of New York, I was very much aware 
of your contribution. 

i have a couple of questions, but time won't allow us to discuss 
these as fully as we should. Hopefully at a subsequent period we can. 

Our figures indicate that of the persons served by community 
mental health centers throughout the country, 64 percent are below 
$5,000 income level, which would seem to indicate that the larger 
share does go to the impoverished in this country. 
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At the same time figures seem to indicate that medicaid and medi- 
care only proved 6 percent of the total fimd paid into CMHC. 

First, with that number people at the poverty level served, why 
isn't the medicaid a more significant factor in relation to the source 
of funding? 

Is there some rational reasoning for this which you could tell the 
committee? 

Dr. M11.LER. I regiet I can't. I don't believe that would be our 
experience in New York. 

Air. HASTINGS. I would repeat, of course, thesti are nationwide 
figures. 

Dr. JVIiLLER. It would be hard for me to answer. 
Mr. HASTIXGS. Could you provide the New York State figures re- 

flecting what is our experience in the city of New York ? 
Dr. MILLER. Yes, I can do that. 
[The infomiation requested was not available to the committee at 

the time of printing.] 
Mr. HAS'nNGS. Since medicare is only a small part of the 6 per- 

cent which includes both medicare and medicaid, does this reflect 
that community mental health centers are not serving enough elderly 
people ? 

Dr. MILLER. That would be a reasonable assumption. It has been 
a nationwide experience, I think that other than at certain public 
residential, or State hospital programs, tlie elderly have long been 
grossly undersers'ed. 

Mr. HASTINGS. DO you thing we should put some emphasis on these 
areas in future legislation? 

Dr. MILLER. I think that would be salutary. 
Mr. HASTINGS. In the rural areas of this State, of which my district 

is a part, and of the country, is the 75,000 minimum population figure 
for a catchment area a limiting factor to the viability of community 
mental health centers in rural areas ? 

Dr. MILLER. I think it probably has been, but it need not have been. 
It was said even in the early days of the program that if there was 

any reasonable evidence which showed that these limits were inap- 
propriate, they should be closely looked at and reconsidered. In some 
instances they have been; but perhaps in too many instances, they 
may not have been. 

I think it was import^int when the bill was passed and I still think 
it is important, that these programs seemed to be the kind that were 
simply not going to be able to select populations for their convenience. 

In doing so, some rural areas on one end of the scale and some 
highly organized metropolitan areas on the other may have felt the 
inappropriate pinch of a regulation. 

I don't know whether lowering it from 7.5 to 50 would solve the prob- 
lem, because there would then be some at 45 that would be appropriate. 

I think it is important to stress the fact that a valid application 
that differed from those limits should be considered on its merits. 

Mr. HASTINGS. If the Secretary of HEW had the flexibility of im- 
proving an area of less than 75,000  

Dr. MILLER. I think that would be helpful. 
Mr. HASTINGS. I have many, many other questions and I hope that 

we will have a further opportunity to discuss these questions with 
you when we have further hearings in Washington. 
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i Dr. MILLER. Thank you very much, and I will send you a memo- 
I randum on those other questions. 

Mr. SYMINGTON. Thank you very much. 
i At this time we will be pleased to hear from Commissioner June 

Christmas of the New York City Department of Mental Health. 

STATEMENT OF DR. JUNE J. CHKISTMAS, COMMISSIONER, DEPART- 
MENT OF MENTAL HEALTH AND MENTAL RETARDATION SERV- 
ICES, NEW YORK CITY 

Dr. CHRISTM.AS. Mr. Symington and Mr. Hastings, I wish to thank 
the committee for the opportunity to speak befoi'e you today. I will 
request that my prepared statement, from which I shall present some 
remarks, be placed in the record. Primarily, I would like to share 
with you the experience we have had in New York City with com- 
munity mental health centers, specifically those federally funded and 
let you know our recommendations for commimity mental health serv- 
ices in the future. 

New York City Community Mental Health Centers, utilizing Fed- 
eral funding, are operating in only 6 out of 49 catcliment areas. Two 
other centers not receiving Federal funds follow the Federal guide- 
lines. 

The total budget for mental health, mental retardation and alco- 
holism services in New York City, exclusive of the State system, is 
$170 million. Total Federal input is $26 million, of which only $8 
million is in community mental health centers. The bulk of Federal 
aid comes through medicaid, and amounts to $18 million. Total Fed- 
eral, State, and city money for community mental health centers in 
1972-73 is $20 million. Tluis Public Law 88-164 today funds less than 
50 percent of total CMH(^ funding, less than one-twentieth 
of the overall city budget. Even in constniction the amount of Federal 
input has been small; )-et the effect of Federal legislation has been 
immense. 

If we look at what this has accomplished, I think we may begin to 
raise questions as to where we should be going in the future. 

What has Federal money accomplished ? Have we approached the 
goals of community involvement and participation in decisionmaking 
of comprehensiveness and continuity of care, of diminishing the role 
of the State hospital ? Are services traditional or innovative ? Have the 
principles of community mental health been extended, along a public 
health model, to a designated j)opulation ? Have we moved appreciably 
toward meeting needs? I would say that experiences in New York, 
while not typical, even of large cities, because of a relative abundance 
of services for some, illustrate a few of the results experienced nation- 
wide in urban areas. 

Certainly there have been successes. Two CMHC's located in the 
Borough of the Bronx have made it possible to offer services to a de- 
prived po]iulation with high indices of need in all areas, a population 
that virtually lacked locally based mental health services prior to 
CAIHC's. 

One of these has worked cooperatively with the State hospital to- 
ward an integrated approach to care. On Staten Island, the Borough 
of Richmond, a CMHC is making possible inpatient care on the island 
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for the first time and will develop links with local ambulatory care 
programs. In the Borough of Brooklyn, a CMHC has been a national 
model for community involvement. 

New concepts have been introduced through CMHC legislation re- 
quiring community involvement and consultation and education. They 
have been developed extensively in innovative programs. Even in more 
traditional centers, initial hesitant steps toward community involve- 
ment and community advisory boards and consultation, outreacli, and 
education services—both new to mental health—have now been ac- 
cepted as almost usual rather tlian exceptional, not only in CMHC's, 
but in otlier programs as well. True, the role of the community re- 
mains to be defined; the pai-tnership is still an unsteady one, but tlie 
advances have been made in the direction of greater accountability 
and greater responsiveness. 

But, too often, consumer and citizen involvement has been per- 
functory tokenism. AVo are suggesting that we move in a direction to- 
ward sponsoreliip by community corporatifms, by councils of comnni- 
nity-based programs linking networks of services, accountable to and 
controlled by the local community. This is one direction in which 
funding and program olanning should move. 

Wo realize that we have in jeopard}' the one program in New York 
City, in Washington Heights, which is so structured, and we trust 
that the imminent situation of near disaster will not really come to 
pass. We see this as a new direction in which community and pro- 
viders can work together to provide a different kind of care. 

Narrow insistence on a medical model, insufficiently involved with 
other human services, focused almost exclusively on treatment to the 
exclusion of rehabilitation and prevention. This approach led to a 
pei-sistence of traditional approaches in far too many instances. People 
were excluded in CMHC's as they had Ijeen in psychiatric services in 
the past, because they were too poor, or of i-acial minorities, or alco- 
holics, or addicts, or children, or chronically ill, or retarded, or elderly. 
We think it is of paramount importance that all mentally disabled 
be included in services. 

The prevalent interpretation of the concept of the community 
mental health center as a structure—as exemplified in the rush to 
plans and buildings and minidepartments of psychiatry—this narrow 
concept must lie open to question. Somewhere in the past as we all 
joined the bandwagon, the idea of a comprehensive network of serv- 
ices—of all relevant human services within a defined area—was put 
a.side in favor of the ma,ssive applications wending their way to Wash- 
ington for the far-off program. Now we find ourselves bound to build- 
ings designed to house large numl)ers of inpatients when the needs of 
today indicate far more ambulatory care: we are locked into structures 
which limit our ability to respond to changing program needs. 

There has been little innovation in the content of ser\'ices nor have 
linkages been developed. The five essential services are the traditional 
ones. 

Education, health, the law, the world of work, are vital systems 
which are not related to the mental health nonsystem. 

In the worst cases, senices offered have often borne only a tangential 
relationship to the needs of an area. In New York City, for example, 
only tliree of the six federally funded centers are located in neighbor- 
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lioods whioli rank aiiioiifj the top 20 poverty areas, areas whicli, almost 
by definition, lack servicos. Witii little overall i)lanning and technical 
assistance from city and State formerly available, well-established 
institutions were able to develop applications and have them approved. 
Innovative, community-based and local agencies faced an almost im- 
possible task of competing with the academic or hospital giants, 
witlioiit any assistance from local or Federal Governments. 

We must turn this around so that we fulfill our responsibilities. 
Evaluation, when carried out, has been limited. Criteria have been 

related primarily to reductions in numbei-s of admissions and length 
of stay in State hospitals. 

AVhen we move to the issue of catchment area we see another problem. 
In New York City we adopted the upper limit of 200,000 persons. 
Yet, in a large urban area this is too low a figure for services that 
ouglit to be provided on a larger base, for example, mental i-etardation 
and rehabilitation services. Even some children's ser\'ices might be 
provided to a larger population. 

Yet the process of getting waivers from Federal standards was 
restrictive, lengthy, and di.scouraging. Similar problems in implemen- 
tation have existed at every level between city and State, between city 
and Federal governments. Nevertheless. I think that we maj'hope that 
with our pushing together that that kind of barrier may be broken 
down. 

Now I want to conunent specifically as our recommendations. 
Here I am confining mj- remai'ks to the needs of a densely populated 

urban area. 
Indeed, one aspect of the original legislation which may be subject 

to refinement is that of ottering one model for rural areas, urbanizing 
intermediate-sized areas, and for the highly urban areas—communities 
with distinctive characteristics and needs. 

The fii"st is that we mo\ e away from the concept of a static physical 
plant to a dynamic network of services that would l)e comtJrehensive, 
coordinated and truh' interdisciplinary. Because the medical model 
of sickness was used, skills of other disciplines and capabilities of 
related kinds of senice providers were not utilized. 

Today we can look toward a network of services planned foi- each 
conuuvniity within the city which can be more easily altered as new 
needs arise, or old ones attain or lose priority. 

In regaidtoa potential overall planning structure and process, there 
should be required a statement of community needs and sraps of serv- 
ices as a part of a specific plan of how a local area would meet these 
needs ratlier than in the past where, almost on their own. organiza- 
tions developed progi-ams in helter-skelter fashion. In short, I am 
saying that the connnunity mental health services shoidd be part of an 
annual and total planning process that is revised, kept up to date and 
priorities kept current. 

In other words, plamiing and development of community ment-al 
health service programs should be integrated in planning for all human 
services of that particular community. 

I believe the five essential ser\ ices as defined are too rigid and recom- 
mend that this specific requirement should be done away with in favor 
of a more flexible approach to the needed services needed in that area. 
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We should require, further, that a plan show how State and local 
services will be. integrated, and how coordination of all services within 
an area will take place. 

We must encourajre development of intejrnited case manag:ement, 
so that the family rather tliaii the individual becomes the focus. 

Profri-ams for jreriatrics, alcoholism, dnig user abuse, court-involved 
individuals, and children and adolescents should lie part of the basic 
package of services. 

Under this dynamic model of a package of services which can change 
to reflect new ideas, needs, the growth or diminishing of old problems, 
the Federal funding stimulus will yield results if applied to these areas: 

1. Innov.ntive methods of conuTuuiity-based care. WHieii cutbacks go 
into effect, innovative programs of this type often feel the effects first. 

2. Services for those in transition from State hospitals or other fonns 
of institutional care—courts, detention programs, shelters, prisons— 
such as rehabilitation, half-wa}' houses, home care, community resi- 
dences. 

'•]. There is a need for social skills training for those long institution- 
alized who need to know how to relate to the outside world. 

4. Services integrated with general medical, social and other human 
services. This would help with achieving integrated case management 
and with seeing the pereon in the context of family and community. 

5. Expanded mental health information services. Local offices should 
be opened or expanded, as the system of care can rarely be better 
than the information which rationalizes its creation and growth. 

Evaluation is also essential. We need this to assess effectiveness, and 
to update services in relation to needs. 

('). Innovative centrally run programs. Mental health services avail- 
able for employees, prison mental health, citywide education, for the 
public, continuing education for mental health professionals, and re- 
search progi-ams should be develojied. Retarded, recovered and other 
handicapped persons sliould be employed by government as well as 
business and local agencies. Consultation with jjolice, probation, social 
services day care, schools and other agencies should take place. 

7. Flexible locational capabilities in order to provide funds for reno- 
vating and rehabilitating suitable existing .structures the arrangement 
of which can be changed to fit changed needs. 

8. Training and manpower. New types of services demand new 
training and new kinds of manpower, both professional and parapro- 
fessionals—in short, true new careers. For professionals, training 
should be community- as well as medical-school based. Professionals 
need new training in new settings to pro\nde new types of sei-%'ices. 

I would then say that if we can take this kind of approach together 
we can begin to move on to adajjting .some of the innovative ideas or 
program services into a system which will be more responsive to human 
needs. 

Thank you. 
[Testimony resumes on p. 1?»6.] 
[Dr. Christmas' prepared statement follows: 

ST.^TEMEST OF JUNE JACKSON CHRISTMAS, M.D., COMMISSIONER OF MENTAL HEALTH 
AND MF.NTAL RETARDATION SEB\ICES, NEW YORK CITY 

"bTFECTIVENESS   OF   COMMUNITY    MENTAL    HEALTH   CENTER8   IN    NEW   YORK   CFTY : 
KODKLS FOR FUTURE DEVXLOPMENT OF SERVICE" 



130 

I. Opening remarks: Overview of Federal, State, and city relationships 

I wisli to thank you for the opportunity to testify before you today on the 
experiences which New York City has had with Community Mental Health Cen- 
ters, and to share with you the new thoughts and models which our experience 
has generated. 

First, I would like to comment on recent legislative and administrative devel- 
opments in Washington which affect mental health services. In the next sections, 
I will outline our experience with Community Mental Health Centers and indi- 
cate what we would see as vital future development of services with comprehen- 
siveness and continuity. 

Finally, I will briefly discuss State-city relationships and refer to the goals, 
objectives and changing concepts of the community mental health service which 
we hold In New York City and show how they relate to our proposals for new 
funding for community mental health services. 

This has been a difficult period for mental health. Most mental health services 
were ultimately ruled in eligil^le for Title IV-A and Title XVI monies. Mental 
health patients have been inequitably treated in drafts of National Health 
Insurance legislation. 

As the agency was initially organized, mental health was neither accorded a 
traditional full committee status in the New I'ork Clt.v Comprehensive Health 
Planning Agency nor was the more advanced step taken to Include a mental 
health viewpoint as integral to its constituents committees (an omission which 
rec-ent collaboration has begun to undo). Visibility of mental health suffered a 
substantial setback in the reorganization which brought the National Institute 
of Mental Health into a relationship to the National Institute of Health which, 
along with budget cutbacks, will surely reduce the effectiveness of NIMH. With- 
out .special earmarked funds, benefits to mental health from revenue sharing 
will be minimal. Finally, the future of the Community Mental Health Center 
concept was endangered by Administration opposition to further funding. Con- 
tinued professional training for psychiatrists through residencies and fellowships 
as well as for other mental health professional and paraprofessionals is even 
more tenuous since this wa.s not included in the extension act which Congress 
recently passed. 

II. Impact of community mental health centers legislation on mental health needs 
of New York City 

Community Mental Health Centers utilizing Federal funding are operating in 
only six out of forty-nine catchment areas in New York City. Two other centers 
not receiving Federal funds follow the Federal guidelines. 

The total budget for mental health, mental retardation and alcoholism services 
in New York City (exclusive ot the State system) is .$170 million. Total Federal 
input is .S26 million, of which only $8 million is in Community Mental Health 
Centers. The bulk of Federal aid comes through Medlcald, and amounts to $1.S 
million. Total Federal, State and City money in Community Mental Health Cen- 
ters in 1972-73 is $20 million. Thus Public Law S8-1G4 today funds less than 50% 
of total CMHC funding, less than one-twentieth (1/20) of the overall city budget. 
Federal CMHC funding Impacts on only six catchment areas out of fifty. 

The Federal share of construction monies, where- these were utilized, has always 
been small. For example, a recently approval eon-struction application lists S2 
million of Federal money for a $14 million construction project for a CMHC. The 
mental retardation provLsious of Puljlic Law 88-164 were never used; funding in 
retardation has come through other legislation pertaining to the disabled. Fund- 
ing for alcoholism, which is administered by this Department, has come through 
Public Law 91-016, and amounts to $750,000 out of a city alcoholism budget 
which this year totals $10 million. 

What has Federal money accomplished? Have we approached the goals of com- 
munity involvement and participation in decision making, of comprehen.siveness 
and continuity of care, of diminishing the role of the State hospital? Are sen-ices 
traditional or innovative? Have the principles of community mental health been 
extended along the public health model to a designated population? Have we 
moved appreciably toward meeting needs? The experiences in New York, while not 
typical, even of large cities, because of a relative abundance of services for some, 
illustrate a few of the results experienced nationwide in urban areas. 



131 

Certainly there have been successes. Two CMHC's located in the Borough of the 
Bronx have made it possible to offer services to a deprived population with liigh 
indices of need in all areas, a population that virtually lacked loi-ally based 
mental health service.s prior to CMHC's. 

One of the.se has worked cooperatively with the State Hospital toward an in- 
tegrated approach to care. On Staten Island, the Borough of Richmond, a CMHC 
is making possible in-patient care on the island for the first time and will develop 
links with local ambulatory care programs. In the Borough of Brooklyn, a CMHC 
has been a national model for community involvement 

New concepts have been introduced through CMHC legislation re<iuiring com- 
munity involvement and consultation and education. They have been developed 
extensively in innovative programs. Even in more traditional centers, initial 
hesitant steps toward community involvement and community advisory boards 
and consultation, outreach, and education services—both new to mental health— 
have now been accepted as almost usual rather than exceptional, not only in 
FMHC's, but in other programs as well. True, the role of the community remains 
to be defined; the partnership is still an unsteady one, but the advances have 
been made in the direction of greater accountability and greater responsiveness. 

But, too often, consumer and citizen involvement has been (terfunctriry token- 
ism. Few programs go l)eyond the advisory board model to .si>onsorship by com- 
munity corporations, by councils of community-based programs linking networks 
of service, accountable to and controlled by the local community. We have yet 
to grapple with the issue of arousing and maintaining interest of consumers, 
many of whom are struggling for economic necessities, in what has been for too 
long a field they sought only when seriously troubled, whose relevance to the 
social factors in their lives was often neither apparent nor real. 

On the negative side, further, a too narrow insistence on a medical model which 
insufficiently involved other human services and focused too intensively on 
treatment to the exclusion of rehabilitation and prevention led to a persistence 
of traditional approaches in far too many instances. Thus, people were excluded 
in CMHC's as they had been in psychiatric services in the past—because they 
were poor, or of racial minorities, or alcoholics or addicts, or children, or 
chronically ill. 

Federal and State regulations combined stress the role of the general hospital, 
and the large teaching hospitals, with their municipal or voluntary affiliates, 
have grown in power and clout. 

The prevalent interpretation of the concept of the community mental health 
center—as exemplified in the rush to buildings and plans and mini-Dei>artments 
of Psychiatry—must be open to question. Somewhere in the past as we all joined 
the bandwagon, the idea of a comprehensive network of services—of all relevant 
human .services within a defined area—was put aside in favor of the massive 
applications wending their way to Washington for the far-off program. Now 
we find ourselves bound to buildings designed to house large numbers of in- 
patients when the needs of today indicate far more ambulatory care: we are 
locked into structures which limit our ability to respond to changing i)rograra 
needs. 

There has been little innovation in the content of services nor have linkages 
been developed. The five essential services are the traditional ones. 

Education, health, the law, the world of work, were systems unrelated to the 
mental health non-system. 

In the worst cases, services offered have often borne onl.v a tangential rela- 
tionship to the needs of an area. In N'ew York City, for example, only three of 
the six Federally funded centers are located in neighborhoods wliich rank among 
the top 20 poverty areas (areas which, almost by definition, lack services). 
With little overall planning and technical a.ssistance from City and State 
formerly available, well-e.statilished institutions were altle to develop applications 
and have them approved. We must turn this around so that we fulfill our 
responsibilities. 

Evaluation, when carried out, has been limited. Criteria have been related 
primarily to reductions in numbers of admissions and lengths of stay in State 
hospitals. 

The Federal regulations specify a catchment area of 200,000. In New York 
City this means that expensive services would have to he duplicated for a small 
population and that differences in population required by differing service needs 
require waivers. There is a lack of funds for planning, information gathering and 
monitoring, as well as technical as.sistance. Problems in implementation arise 
at every interface between governmental jurisdictions, and between agencies 
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uiiiiccustomed to a city departiufiit formerly more coucerned with being a con- 
duit of reimbursements than a program planner. Alcoholism, drug addiction and 
mental retardation have been afterthoughts and children have l)een neglected, a 
situation made more confusing by inadetjuate special grants. Yet the spirit of 
community mental health may persist and be successful. 

in. View and recommendations on future community mental health 
services legislation 

Here. I am confining my remarks to the needs of a densely populated urban 
area. Indeed, one asiiect of the original legislation which may be subject to 
refinement is that of offering one model for rural areas, urbanizing intermediate- 
sized areas, and for the highly urban areas. At least three approaches should 
be si)elled oiit in new legislation, for the three types of areas described. 

The prevalent interpretation of the concept of the Community Mental Health 
Center today is a narrow one. A static physical plant is envisioned, rather than 
a dynamic network of services that would be comprehensive. Because the medi- 
cal "model of sickness was used, skills of other disciplines and capabilities of 
related kinds of service providers were not utilized. 

Today we are looking towards a network of services planned for each com- 
munity within the City which can be altered as new needs arise, or old ones 
attain or lose priority. 

Thus, the goals of continuity, comprehensiveness and community involvement 
are excellent ones. However, the funding patterns and the forms and content of 
services should be made more flexible, and new priorities funded, to achieve 
tlie.sc goals. 

fipeciflc recommendations are—A. Over-all Planninfi Structure.—1. Require a 
statement of communit.v needs, and gaps of services, as a plan of how the loc-al 
area would meet these needs. This could be revised annually, to allow it to 
remain ui)-to-date; priorities could be kept current. 

2. Kliminate the specific five essential services. 
3. Require that a jilan show liow State and local services will be integrated, 

and how coordination of all service* within an area will take place. 
4. Encourage development of integrated case management, so that the family 

rather than the individual becomes the focus. 
5. Planning for geriatrics, alcoholism, driig users, court-involved individuals 

aud children and adolescents should be part of the basic package of sertHces. 
tServives—B. What to fund.—Under this dynamic model of a package of 

services which can change to reflect new ideas, needs, the growth or diminishing 
of old problems, the Federal funding stimulus will yield results if applied to 
tliese areas: 

1. Iimovative methods of community-based care. When cutbacks go into 
ettect, innovative programs of this tyi)e often feel the effect-s first. 

2. Services for those in transition from State hospitals or other forms of 
institutional care—courts, prisons—such as rehabilitation, half-way houses, 
home care. 

3. Social skills training for those long institutionalized who need to know how 
to relate to the outside world. 

4. Services integrated with general medical, .social and other human .services. 
This would help with achieving Integrated case management and with seeing 
the person in the contest of family and community. 

5. Expanded mental health information .services. Local oflBces should be opened 
or expanded, as the system of care can rarely be better than the information 
which rationalizes its creation and growth. Evaluative data is also essential. 
This provision would greatly contribute to continuity of care. 

0. Innovative centrally run programs. Mental health services available for 
employees, prison mental health, city-wide education, for the piiblic. continuing 
education for mental health professionals, and research programs. Consultation 
with police. 

7. Flexible locational capabilities. Provide funds for renovating and rehabili- 
tating suitable existing structures, the arrangement of which can be changed to 
fit changed needs. 

8. Training and manpower. Xew t.vpes of services demand new training and 
new kinds of manpower, botli professional and paraprofessional. For profes- 
sionals, training should be community as well as medical-school-based. Profes- 
sionals need new training in new settings to provide new types of services. 
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IV. Federal funding structure 

Since, as was pointed out before, mental health services In municipalities do 
not stand to benelit signlfloautly from revenue sharing, National Health Insur- 
ance or Titles IV-A and XVI, New Federal money—allocated to impact on all 
designated catchment areas, not just on a few—could be provided for douse 
urban areas as follows : 

A. A city should be funded, according to a needs analysis and plan, with an 
amount of money that can be awarded to Its sections and communities for; 

1. Meeting gaps in priorities revealed by an ongoing community planning 
process—special target groups, elderly, alcoholics, etc. 

1'. Giving communities staff capacity to coordinate existing services ami moni- 
tor changing needs (community based information system) for both planning 
and continuity of care. 

8. Applying or developing innovative treatment methods. 
B. Grunts for citytride progrmiu* 

1. Services accessible to employees. An CK-cupation mental health model, on- 
the-job mental health treatment and prevention programs. Cooi)eratlon w^lth 
unions. 

2. Public education about mental health and mental retardation problems and 
services. 

3. Applied research projects to test effectiveness of combined services or serv- 
ices for sjiecial populations. 

4. Evaluation. 
n. Data gathering, case regi.stry, other aspects of Information systems. 

C. Community and citywide plans 
1. Needs analysis. 
2. Goals and Priorities statements. 
3. Gaps in service and plans to till these. 

T). Create a fii/ntem for information disix-rsal 
1. Federal should gatlier evaluation results, innovative programs, education 

concepts, etc. 
2. Disperse good Ideas to all the cities; spin off-operations results. The link 

should be at the National Institute level, tying research, demonstration grant 
and operations evaluation Information together. 

V. Issues, Barriers, and New Directions In Mental Health in New York City 

New York City has been moving ahead to begin to develop the planning In- 
frastructure which will make the administration of the proposals indicated above 
possible. I believe it would l>e instructive to those considering new legislation to 
hear of our problems and accomplishments. 

New York State and New York City are working together to bring more services 
to communities and to reduce the emphasis on the traditional long-term, custodial 
State hospital or school. Unified Services legislation, signed by the Governor 
only this week to be effective in 1074, will for the first time encourage State and 
City to work together to develop a plan for integrated 8er\ice8 with ftmding 
shared in such a way that the patients' needs, not the source of funds, will de- 
termine the service he receives. It is worth noting that the term Unified Services 
as used In New York refers to a more limited concept than Is the case In Cali- 
fornia, where the term originated. Here, the State hospital system. Is not being 
phased out, and separate budgets will still exist for City and State services. 

The past years have seen a change in the organization of the New York City 
Department of Mental Health and Mental Retardation Service toward decen- 
tralization In Regional OflBces; the construction, opening, and operation of six 
community mental health centers; the development of Borough Federations of 
City. State, public and voluntary agencies, citizens and consumers as the base for 
local planning; the development and funding of many new programs and net- 
works of programs; and the linkage of State institutions, voluntary agencies and 
their resources as a part of network of Unified Services toward which we work. 

Nevertheless "• • • In view of the current knowledge about the magnitude of 
mental health problems In this city, the existing inadequacies and fragmentation 
of many ongoing services, the obsolescence and ill-distribution of many facilities 
and the availability of new approaches awaiting Implementation in mental health 
as well as In other areas of human services • • • to plan forward Into the future 
is neces.sary." 
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strengthened by staff and local planning groups in each borough, we seek to 
work coUaboratively with others in meeting our goals for improved services in 
this City. 

These goals are: First, to develop a system of care in which all services— 
public or voluntary, preventive, treatment or rehabilitative; city and state—are 
integrated to provide a coordinated and comprehensive system, to which each 
level of government contributes according to its abilities; 

Second, to provide this care on a regional basis to a defined population so that 
services are accessible and available to those who need them and responsive to 
local community needs; 

Third, to give priority to services for populations at high risk: 
Fourth, within the limits of available resources, to provide services that are 

sufficient in quantity and high in quality ; 
Fifth, to monitor services and programs sufficiently well to ascertain their 

effectiveness, their costs, and their replicability, as well as to determine the 
need for new programs. 

As the agency mandated by City Charter to supervise, review, plan and monitor 
community mental health, mental retardation and alcoholism services within 
this city, regardless of funding, the Department has a number of interrelated 
activities it must carry out to fulfill its responsibilities. They can be categorized 
as the planning and allocation of resources; implementation of plans ; and moni- 
toring, suiiervising and evaluating efficiency, equity, and effectiveness. Any 
consideration of future community mental health services should take these 
areas into account. 

Consistent with the intent of Unified Serv-ices the City is already administering 
a joint city-state public-voluntary planning process which will result in the 
development and submission of a single comprehensive plan of service to the 
State Department. The established vehicle for such planning in New York City 
is the Borough Federation of providers and consumers. Subregional planning 
groups meet regularly, identify gaps and duplications, projwse plans, state priori- 
ties for their locality and are advisory to the Department Regional Directors and 
their staffs. Boroughwide committees review i.ssues of borough concern; state 
and local planning committees complement the local group activities. 

The subregional groups include providers (both city and state, contract and 
non-contract agencies) and also related human services agencies (schools, courts 
health care, six;ial service and other organizations), and citizens, both indi- 
viduals and repre-sentatives of community and consumer groups. 

In suM)ort of the principles of Unified Services, we established the policy of 
working closely with other public agencies, together developing programs and/or 
networks of service. We recommend that b()th Federally and locally such joint 
programming and creative funding that breaks down barriers to service be 
facilitated, and that restrictions that would make this difficult be eliminated. 

The nee<l t/> replace competition and jurisdlctional rivalries with cooi>eration 
goes hand in hand with the need to face several other issues which, if not dealt 
with, may hamper progrress. We are painfully aware that mental health is part 
of a non-system ; fragmentation, lack of coordination, many gaps and some dupli- 
cations, are the rule rather than the exception. Fiscal constraints, limited 
definitions of programs; rigid adherence to guidelines appropriate for one type 
of community and not another, and models of care that fall to take account of 
changing times and conditions—all these work against Improvement of service 
systems. 

Kqtially as Important is the need to develop an approach to service which Is 
based upon concepts appropriate to those who are the focus of service—the peiv 
ple, not the institution. It Is these principles and premises which guide the De- 
partment In its work and which we believe are worthy of consideration. 

A basic premise of community mental health Is that resiwnslbllity .should 
be assumed for the health needs of a defined population. Attention is given not 
only to current cases and current needs, but there is also concern with jiotential 
cases through effort* at primary prevention. This resiwnsiblllty Include provi- 
sion of a full range of coordinated services in quantities sufficient to meet the 
mental hygiene needs of all i)ersons in this designated population, regardless of 
whether or not they have been labelletl patients by themselves or by others. In 
large cities the catchment or service area concept, as develojied, has only for- 
tuitously matchetl the boundaries of existing neighborhoods, even though the 
alms of the provision of services on a regional ba^s are not only to ensure that 
they are both available and accessible, but are also responsive to locally identified 
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needs and expressed demands. Ideally, programs draw upon the culture and life 
style of the community and relate to its people, not only as recipients of service 
or as low paid staff but also as co-planners and as primary therai)eutie agents, 
botli professional and paraprofesslonal. 

Further, there is emphasis on new modes of service organization. This inno- 
vation is particularly marked in programs serving persons at high risk, includ- 
ing those of lower socio-economic and/or racial minority status who have not 
previously been served in large numbers by the private practice of psychiatry, in 
moderate fee psycliotherapy clinics, or even In pul)lic mental hygiene clinics. 
Multiple forms of interventions are developed, ranging from the medical, psy- 
chiatric, and somato-chemical to social, educational and environmental ap- 
proaches. A continuum of care; varied types and sites of service; organizational 
structures providing degrees of support-independence; and a variety of residential 
arrangements are encouraged. Immediate availability; problem-centered re- 
sponses ; family, milieu and group therapies; and short-term interventions are 
characteristic of this approach. This Is a far cry from a rigid adherence to five 
essential services. 

Yet, in keeping with an emphisis on decentralization, there is acknowledge- 
ment that localities and people vary; so their needs al.so must vary. It thus be- 
comes necessary to describe the conciitions and assess the status of the specific 
population under consideration and to use these data for rational planning. The 
epidemiological approach and the collection of information can reveal i>atterns 
of utilization and gaps (and occasionally, duplications) In service. Demo- 
graphic data and the development of social indicators may suggest possible 
interrelationship of social-economic factors and mental disorder. They also raise 
questions regarding influences tending toward or deterrents hindering entrance 
into the health care systems. Such utilization and information will have to be 
sought increasingly If primary prevention is to l>e carried out more extensively. 

Mental health services are conceived to differ both qualitatively and quanti- 
tatively. Indeed, direct .sen-ice (Including psychotherapy and ca.sework) should 
now be only one of a variety of therapeutic, social and i>sycho-educational ac- 
tivtities. Consultation and education have a.ssumed a major place beside group 
and individual psychotherapy. Day treatment programs, diagnostic and training 
services for the retarded, remediation, therapeutic residencies and group homes, 
slieldered workshops for the mentally handicapped, rehabilitation programs and 
activities therapies must be, if not yet the rule, certainly no longer only the 
exception. 

In this view, mental health is conceived as optimal pyschosocial functioning. 
Mental disorder and social dysfunction are considered as disturbances on intra- 
I)sychic, interpersonal and social levels, resulting in a variety of outcomes, in- 
cluding altered communication, loss of adaptive ability, and psycho-pathological 
symptoms. Community mental health services must take all these factors into 
account. 

Ideally, community mental health programs should be capable of providing for 
the individual or family services which are available, accessible, related to his 
life-style, and effective. Members of a community should be involved from at 
least three points of view: as consumers of services, as participants in planning, 
advice, control and in det^ision making; and in roles as staff providing services. 

This requires a greater openness to evaluation and monitoring than we as 
psychiatrists have shown ; far too many of hyi>otheses have gone untested. It 
would be unfortunate to discard all of traditional psychiatric services as too 
costly, time consuming and elitist. It would be almost equally as unfortunate to 
assume that community mental health or sociopsychiatric approaches, which have 
to date, stood the test of neither time or evaluation, are by their very nature, 
effective. Program planners and policy makers should both be concerned with 
evaluative criteria, in spite of the fact that hard data are dlfficjilt to come by. 
It also requires collaboration in wliich professional, paraprofesslonal and com- 
munity viewpoints are valued. The need for evaluation Is most marked In rela- 
tion to prevention, particularly among children. 

The Idea that there should be concern with efforts to maintain the health of the 
well exerts little pressure on legislators who dole our relatively few funds for 
health care, ill men are a relatively powerless constituency. Well men (and 
health professionals) have not yet learned that health maintenance is a goal 
to be attained. 

The result of prevention are difficult to measure, particularly In areas of 
psycho-social disorder. Yet, we must complement our long-standing commitment 
to treatment with energies and resources devoted to prevention and rehabilita- 
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tion. Diffipiilt as it may be to measnre the effectiveness of preventive programs or 
of consultation to social agencies, the clergy, the police or schools, nevertheless, 
our services may he multiplied as we reach the helpers and careglvers. It is in 
the social system of the school that much of the child's world is centered; it is 
to the natural support systems of his community that the individual turns, be- 
fore he enters the system which we define as the field of mental hygiene. It is this 
same community—but not of the addict, the alcoholic that the chronically men- 
tally ill, often does little more than exist, for lack of rehabilitative services. And 
it is the same community that has tracked the child in trouble out of the mental 
health and educational system and into the courts, the detention centers, the 
training schools and pri.sons. 

This implies the need for services which recognize the social context, and 
without forsaking that which is distinctly psycho-therapeutic for sociological in- 
ten-ention, encompass the immediate and pressing concerns of the individual in 
his familial and social environment. It means the provision of service where the 
people are, through a variety of approaches, and the use of new patterns of 
staiUng. It is not only the SRO's or the detention centers or the schools, but the 
street comer society, the well-baby clinic, the Vietnam veterans in the unemploy- 
ment office, the retarded adult hidden away in his family. If I dwell at length on 
the need to reach the socially disadvantaged or tho.se-like the retarded-considered 
expendable, it is only because the inadequacy of services and the maldistribution 
of programs are so marked for those whose lives are scarred by poverty, war, 
racism, and a devalued social position. 

It is with all our citizens that we must be citizens, that we must be concerned 
as we work together to extend and Improve mental health and mental retarda- 
tion services. The opportunity that we take today to consider our tasks for the 
future may, hopefully move us beyond the limitations of the past. 

Mr. SYMINGTON. Commissioner, I want to thank you for an excel- 
lent, succinct statement and assure 3'ou that j'our full report will be 
made a part of the record. 

I have one or two questions at this time. We may have others to 
submit in writing. 

There has been some criticism in the Congress of the suggestion that 
the community mental health centers be required to assist in the field 
of alcoliolism, drug abuse, and so on and to mix the people up in some 
fashion where the service renders each patient less than he ought to 
get from the service in some way, it hui-ts. How would you respond 
to that. Dr. Christmas? 

Dr. CHRISTMAS. I would disagree quite heartily with that. I think 
that approach would tend toward an elitist situation which means 
the mental health approach is at the higliest level but the addict is at 
the bottom of the scale. 

If we talk about mental health and retardation, we have to consider 
the range of disabilities of which alcoholism and drug abuse, are un- 
fortunately a part. If we look at the people coming into public in- 
stitutions in New York, 30 to 40 percent of the people enter with 
secondary' or primary diagnoses of alcoholism. 

"We are avoiding dealing with a specitic problem to which our men- 
tal health energies ought to be directed. Certainly we need both special- 
ists within centers and we need specialized programs staffed by per- 
sons with particular skills in dealing with particular kinds of prob- 
lems and limited to certain populations. Yet, equally as important we 
need also specialized programs within tho.se multipurpose centers; 
they too should be available. Further, we need to stop discriminating 
against and excluding from our programs alcoholic or addicted per- 
sons. 

Mr. SYMINGTON. Thank you. Mr. Hastings? 
Mr. H.VSTINGS. Thank j-ou very much, Dr. Christmas. Your state- 

•nent was, in my judgment, one of the best I have heard on the sub- 
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ject. I suppose one of the reasons I say tliat is that I had my staff peo- 
ple sujQTgest some questions and you answered all their (piestions in your 
statement. 

Thei-e are a couple of areas I would like to briefly touch on. Are 
provisions actually being made for the termination of Federal assist- 
ance in the program today? Are pro\nsions being made for States and 
localities to be able to carry on totally after the Fedei-al assistance 
terminates on schedule ? 

Dr. CHRISTMAS. In New York City, we have been for the last year 
trying to update what was a master plan of 19(57, to see what services 
should be cfevelopcd within the citv. I joined the Department about a 
year ago, at that time we were taking a long hard look at where serv- 
ices should be going so I can say that, although we knew perhaps 
that cutbacks would be coming at some time ana the}- arc going to be 
a great disadvantage, yet New York, and perhaps other large cities, 
have been able to look at their total program needs and to plan for 
them. 

It does not mean we arc going to have the revenue to do it but it does 
mean we have begun to look. Even the termination in itself was for 
some people within the sphere of something that was going to come. 
Yet, 7 or 8 years seem far enough when one begins to plan. 

Mr. HASTINGS. That is a concern we quite often express because too 
often when any seed money goes into a program, the effort is always 
made for the Federal Government to continue on a permanent, on- 
going basis. That was not intended and many consumeirs, I suspect, 
feel that the Federal share will always be there. 

It was never intended to be permanent, as we both know. We do have 
a concern that the communities themselves start to prepare themselves 
to take over the full scope of the program after termination. 

Do you have any relationship with comprehensive health planning 
in the city of New York ? 

Dr. CHUISTSIAS. Yes, we do. In New York City, our planning groups 
are interrelated to CHPA and in local communities, we have local, city 
and State and voluntary agencies working together in our subregional 
planning groups. On the executive board of each borough there is a 
repi-esentative from CHPA. 

A number of our staff, including mj-self, serve on the Comprehensive 
Health Planning Agency committees. When CHPA started in New 
York mental health was not one of its standing committees. We are 
now considering that perhaps we should integrate the awareness of 
mental disabilities and competence in this area into all communities. 

Mr. HASTINGS. There is some feeling among the gentlemen on the 
committee that, as we write the long-range programs that we are dis- 
cussing, we include mental health, comprehensive plaiuiing on a 
regional basis, Hill-Burton, and perhaps some others, in a consolidated 
approach to provide better health care to the country. 

How far we should go along this line I am not sure at this moment, 
but the general thrust of the legislative intent right now is to do that. 
So I am delighted to hear you have that relation with CHP. 

I have many, many questions and I will say to you as I did to Dr. 
Miller that I hope we have an opportunity to discuss this most impor- 
tjint and serious matter at a later date. 

Dr. CHRISTM.VS. We will be readv. 
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Mr. HASTINGS. Thank you very much. 
Mr. SYMINGTON. Thank you very much. 
As so often happens when we <ro out in the field, it happens tliat we 

hear the expert testimony from the professionals and fail to hear from 
the comnnmity folks, and I want to be sure that we don't make that 
error today. 

So, I shall call now on Mr. Edwin J. Cooper of the Maimonides 
Community Mental Health Center. I think there is another community 
group—Mrs. Sabino. Perhaps the two of you could sit together at the 
table. 

STATEMENT OF EDWIN J. COOPEE, CHAIEMAN, COMMITTEE TO 
PRESERVE COMMUNITY MENTAL HEALTH AND RETARDATION 
CENTERS, BORO PARK AND SUNSET PARK, BROOKLYN, N.Y. 

Mr. C'ooPER. Congressmen Hastings and Symington, and distin- 
guished guests and commimity people, I am the chainnan of the com- 
mittee to preserve community mental health and retardation centers 
in the area of Boro Park and Sunset Park community of Brooklyn. 

Before the Community Mental Health Center Act was put into effect 
in 1963, people were being put into State hospitals and State schools 
and were being treated like dogs. I know this from experience, not 
from talk or from reading about it. Since the foresight of our late 
President Kennexiy, the Community Mental Health Center Act was 
put into effect in 1963. 

Due to the fact that we did not have any mental health centers, when 
I had a nervous breakdown, I was committed to Letchworth Village in 
New York State for 13 years, and I hated every moment of it, l>ecause 
I didn't like the way I, as well us other patient^ were treated. When I 
was discharged from Letchworth, I made a vow I would do everji^hing 
in my power to see that this does not happen to other people. 

The situation has not subsided, but due to the fact that we have 
Maimonides Community Mental Health Center in the Boro Park and 
Sunset Park area of Brooklyn, the commitment to State hospitals has 
dropped by 70 j)crcent, from 200 to 50. 

This decline is due to the fact that inpatient-outpatient services, 
and treatment and prevention programs are right in the community. 
We residents of Boro Park and Sunset Park urge Congress to e.xtend 
the Community Mental Health Center Act and allow us more funds 
to expand our wonderful program more. 

In April 1973, there were nearly 2,000 enrolled patients being treated 
at Maimonides Community Mental Health Center. Over the psist year 
about 4,900 different patients had received direct clinical service at our 
center. 

Each of our two neighborhood service centers averages about 1,000 
contacts per month with community residents. The Community Coali- 
tion alone served over 4.700 individuals through its 13 service pro- 
grams. A total of 20,000 individuals receive a variety of services from 
all the programs of the center. 

President Nixon has said if he extends the Community Mental 
Health Center Act, he would have to raise taxes. I don't think so. If he 
would force the rich corporations to pay more taxes, he would have 
enough money to give us and even expand the Community Mental 
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Health Center Act. The ricli corporaitions and the big real estate 
companies pay less taxes than middle- and low-income people. 

If we allow President Nixon to pet away with this, the commitment 
to State hospitals will increase anid costs of custodial care will rise. 

Several years ago, due to my volunteer work at Maimonides, I was 
able to help a family with a 4i/^-year-old retarded daughter. This 
retarded girl is also hard of hearing. The doctor said she could be 
hel lied by attending a school for hard of hearing. 

The mother went to the Department of Social Services to ask for 
financial help. The official and Commissioner Sugarman stated that 
the child could not be helped and should be placed in an institution. 

I fought this decision and got approval from the State Department 
of Social Services for the city to pay transportation costs for the child. 
If you could see the child now, you woidd not believe that she is the 
same person, because her hearing has improved and her mental 
capacity has also improved. 

Therefore you can .see that it has been proven that the retarded per- 
son can work and earn a living so he will not be a tax burden to the 
government. We should not only insist that President Nixon sign the 
Kennedy-Hastings bill (S. 1136) into law, which extends the Com- 
munity Mental Health Center Act for another year, but we must put 
pressure on Congress to give us another Community Mental Health 
Center Act next year with more fimds so we can extend our mental 
health programs by having more community mental health centers 
and by opening more workshops in the community which will teach 
the retarded how to work and live in the community and be useful 
citizens. 

We can also use more funds to open halfway houses where patients 
from State schools and State hospitals can be put, and go to sneltered 
workshops. This can be done without raising taxes, if Congress puts a 
stop to President Nixon's wasting money on defense. It is a proven 
fact that most of the tax dollars collected each year go for defense. 

In the area served by Maimonides Community Mental Health Cen- 
ter, we have a community organization called Community Coalition, 
Inc., which services the people of Boro Park and Sunset Park. The 
centers administration, the "Fight Back" Committee, the Community 
Coalition and other groups urge Congress and President Nixon to give 
us more Federal funds so we can give more services to people in the 
community. 

I have with me several statements from other community organi- 
zations, schools, etc., who support us wholeheartedly and who want to 
have their statements inserted in the record. 

In closing, I urge eveiy consumer and commimity group that will 
hear of this through radio and television and by newspapers to write 
and send telegrams to President Nixon and your Congressman to con- 
tinue the Community Mental Health Center Act—united we stand; 
divided we fall. 

Thank you. 
Mr. SYMINGTON. I want to thank you very much, Mr. Cooper, for 

that very fine, definitive, and illuminating statement. 
We will welcome any additional material which you would like to 

submit in the next few days from friends or likeminded workers in the 
vineyards there. 

21-388-73 10 
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Thank yon so mnch for that fine statement. 
[The following letters -were received for the record:] 

PiTBLic SCHOOL 230, BBOOKJLTN, N.Y.. 
June 11, 1973. 

DEAR MB. COOPER : As the resource teacher for a unit of about eighty retarded 
children, the news tliat funds may be curtailed or cut off for the Malmonides 
Mental Health Center comes as a terrible blow. Many of our children depend 
upon the center for Saturd.ay play groups, for summer day camp programs, for 
diagnostic evaluations. Their parents need help In understanding the problems 
of raising a child who is retarded. They need a place to share ideas with 
parents who have similar problems. This Is given them as the Maimonides 
Mental Health Center. 

Too often our children when home from school, sit in front of television. There 
are not enough recreational alternatives now and the chance that programs, 
which help our children learn social skills, may also be done away with Is, In my 
opinion, criminal. Instead of curtailment, more funds are needed to expand the 
Mental Health Center so that our children can become better equipped to grow 
into Independent, useful citizens. 

Please feel free to call on me for any help to win this battle. 
Fraternally yours, 

MRS. ROSLTN ROSIIT, 
ORMD Retource Teacher. 

BoRO PARK FRIENDSHII" CLUBS, 
Brooklyn, N.Y., June H, 1S7S. 

HONORABLE CONGRESSMAN : 4324 Eighth Avenue is a storefront In Brooklyn. It 
Is the meeting place of a gronp of senior citizens who are members of the Friend- 
ship Clubs connected with Malmonides Community Mental Health Center. It is 
belne brought to the forefront because of its unu.sual purpose. 

There are many senior citizen groups throughout the city. These men and 
women in retirement find opportunities to socialize and fraternize. Their activi- 
ties provide them with stimulation and shared Interests with members in their 
community. 

Age does not discriminate. In living, it reaches the rich as well as the poor; 
the .sick as well as the healthy; the intellectual as well as the average. So the 
blind also become old. 

When one Is blind and old, the days of one's life can be very lonely and sad. 
And now we come back to that storefront on 8th Avenue, "in Brooklyn. There 

on Wednesday mornings, the very good, kind, friendly members of the Friendship 
Clubs meet with V.O.B. Community Services, and involve themselves with a 
group of alwut IS blind men and women. They take us to and from; they take us 
shopping; they help reiialr clothing, using a sewing machine which average blind 
people cannot do. They sew on buttons which Is especially helpful to the blind 
men In the group. They plan day outings where we are included; they have 
parties; they arrange for interesting speakers to come down to the meetings. 

These are splendid people, rendering a wonderful service to a group of blind 
people. They are unusual In that they feel they are not doing enough. They say 
they enjoy being with the blind group as mnch as they are enjoyed by the group, 
perhaps even more. 

I am one of the blind women enjoying the activities of these fine people. I wish 
I could really tell you what it means to get out, even once a week, to have people 
to talk with, to be helped in areas we need help, to feel Integrated with people. 
Blind people live in darkness, they cannot enjoy someone's smile, so a word In 
greeting is as a smile to the sighted. Since everyone knows how they react to a 
smile, the significance of a word to a blind person can be appreciated. Most blind 
people do not want much, Just to be accepted as people, just to receive a smile, to 
them a word. 

Sincerely, 
JOAN Fox, 

Oluh for the Blind. 
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BoRO PARK FRIENDSHIP CLUBS, 
Brooklyn, N.Y., June U, 197S. 

HONORABLE CONGRESSMAN : What hns the Boro Park Friendship Club done for 
me? If I didn't have a calendar I wouldn't remember my age, as the club has 
given me young thinking. Witli all the activities such as dancing, crocheting, 
lectures, trips, also the courses in art, current events, gardening in containers I 
have been in these past three years I feel alive and can forget my ailments, and 
that I am a widow. 

I look forward to seeing my friend.s at meetings. They seem to care if one is 
away and call us and send cards when we are sick or have birthdays. We feel 
wanted and important. 

This center must be kept open for us or we'll be lonely and sick. 
Sincerely, 

ANNIE JACKSON. 

BoRO PARK FRIENDSHIP CLUBS, 
Brooklyn, N.Y., June U, J973. 

HONORABLE CONGRESSMAN: I would like to tell you what the Mental Health 
people have done for me through our Senior Citizens Club. 

I retired as a licen.sed practical nurse after 28 years of service in Kings County 
Hospital. I was home one week and was ready to climb the walls when a friend 
asked me to visit the Friendship Club. I enjoyed it so much that I joined right 
away. 

I have been in the club almost from its beginning five years ago, as program 
chairlady, vice president and then president. I am now past president and still 
enjoying our club. Attending our meetings, classes, parties and everything pos- 
sible has saved my life as I surely would need a p.sycbiatrist if I could not always 
have a group of friends to replace those who are gone. 

If, God forbid, this building has to close its programs for people who live in 
the community and are not "patients" what will happen to the 1,300 people in 
the four clubs sjwnsored by the Mental Health Center? 

Sincerely, 
ANNA SHAW. 

BoRO PARK FRIENDSHIP CLUBS, 
Brooklyn, \.Y., June H, 1973. 

HONORABLE CONGRESSMAN : Because we hear that the Friendship Clubs are in 
danger of closing we must tell you what pleasure we have gotten from the club 
these past 3% years. 

Now that we have movetl to Florida we hojie to And a club down here so we can 
be of help to others and be helped as the Friendship Club at Maimonides has been 
to us. 

I pray that the Mental Health Center will get the funds that we make sure the 
clubs can go on. 

Sincerely, 
GLADYS MCGLYNN. 

Mr. SYMINGTOX. I Mould, at tliis time, like to welcome Mrs. Sabino 
to the stand. She is representing the community coalition. 

STATEMENT  OF  MADAIENE  SABINO,   CHAIRMAN,   COMMTTNITY 
COALITION, INC., BROOKLYN, N.Y. 

Miss SABINO. I, Madalenc Sabino, chairman of the Community 
Coalition, Inc.. of the Boro Park and Sunset Park area of Brooklyn, 
N.Y., will testify on belialf of the community coalition, at this con- 
jrre.s.sional hearing, on •this Friday. June l.i, 1973. re: "Congressional 
Oversight on Community Mental Health Services''. 
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In accordance. I respectf iilh^ wish to address myself to the chairman, 
tlie Honorable James Symington of Missouri, the Honorable James 
Hastings of New York, the distinguished membere of the panel, and 
guest assembled here. 

The traditional patterns of delivery of mental health service prior 
to the inception of the 196;^ Compj-eheiisive C'ommvmity Mental Health 
Centers Act can only be presently compared to the finclings at Willow- 
brook, and its related shame. The antiquated concept of custodial in- 
stitutions was the primary source for Mental Healtli and Mental Re- 
tardation Services before the 1963 act was passed. 

Tlie changes from the traditional delivery of services in mental 
health in those institutions of old has come from the pressure applied 
by the people ou our governmental, health, education, welfare, eco- 
nomic, and political institutions. 

The pressure of the people and the research conducted bj' the varied 
related technologies: pointed its finger directly at the enormous inci- 
dence and prevalence of mental illness and lack of mental health in 
urban areas, as well as tlio signiticant relationship between social con- 
ditions, social stress and the incidence, prevalence, and severity of 
mental illness in urban populations. 

The researchers developed new modalities of treatment, new tech- 
niques, and a broader concept of the scope of mental health and mental 
retardation which made obsolete the prison-like medieval criminal 
approach towards the people that suffered from a lack of mental 
health. 

The brilliant identification, deteimination, and legislation of that 
Congress of 1963 revolutionized the field of mental health through the 
Comprehensive Community Mental Health Center Act. 

The intent of the Communitv Mental Health Center Act was to 
develop over 1,000 community mental health centers across the Nation. 
These centers would differ from the traditional facilities in that the 
CMHC facility would bo responsive to the mental hesilth needs of all 
the residents in a given contracted geographic area. This would be 
carried out through the officially mandated provision of five basic 
elements of services by all Community Mental Health Centers which 
are as follows: . , . 

1. In-patient services. 
2. Partial hospitalization (day and night). 
3. 24-]ir)ur emergency services (7 days a week). 
4. Outpatient seiwices. 
5. Consultation and education services. 
Through the multidisciplinary approach of community mental 

health centers where all services wo\dd strej5s continuity of c^ii-e for 
patients, while unifyirig the processes of intake, diagnosis, and treat- 
ment. In additioi\ to the community mental health centers being 
housed in tlie commimity so that patients would not be sent away from 
their neighlwrhoods for treatments, the symbol of progress in th6 
mental health field was achieved. 

Such a symbol of progress exists in our community, such a symbol 
of progi'css should exist in CAcry community according to the original 
intent of the act. 

Putting the act in perspective, we are only one-third of the way from 
completion of the original mandate. The communitj' mental health 
center pixigi^am has been acclaimed as one of success, and now, the 
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highest execntiTe office in the land contemplates the termination of a 
sucx"essftil program before reacliing the peak of success contrary to 
the obvious principles of good logic. 

In our area, lioro Park and Sunset Park, in Brooklyn's Com- 
munity Planning District No. 12, we have a micix)coomic sampling of 
the ethnic representation foimd in our Nation. We are proud to have 
one of the best examples of the intended aim of the Community ilental 
Health Center Act. Here diverse ethnic, socioeconomic, and religious 
groups have been assembling around mental health common issues and 
the promulgation of cultivated understanding amongst different peo- 
ple thanks to the Commmiity Mental Health Center Act. 

The services and programs provided by our mental health center 
reach a vast population. These services range from advice to intensive 
therapy or hospitalization. 

The indigenous community has accepted the concept of local com- 
prehensive community mental health services throiigh the active 
involvement of local community organizations in the field of pre- 
ventativo mental health. These organixntions have lifted the stigma 
attached to mental illness, made visible and acceptable the concept of 
comprehensive commmiity mental health, and, have interacted with 
C.M.H.C, the community and other agencies to make possible tlie 
want for expansion of the services provided and presently in 
existence. 

The interaction of the philosophy of the highly esteemed leaders of 
Maimonide„s Community Mental Health Center, namely, Dr. Mon- 
tague Ullman and Dr. Mark Tarail, the intent of the Community 
Mental Health Act, along with the many responsible leaders of varied 
grassroots organizations—over .30 groups—in the area precipitated 
the chemistry which made possible the Community Coalition, Inc. 

The community of Boro Park and Sunset Park supports and ap- 
l)lauds the Hastings-Kennedy bill which extends the Mental Health 
Act for one more year. We wish to further testify on i-ccord that fur- 
ther legislation be enacted to continue the mandates of the Mental 
Health Act. We, the community feel that if tlie ilental Health Act is 
ended as pi-oposetl bj' the present administration—it will be like taking 
the floor from under the feet of the numerous people that arc benefit- 
ing from the Mental Health Act and it will be like dropping the same 
floor on the potential benefac^toi-s of tlie mental liealth services. 

We Avould also like to bring to your attention that tlie potential for 
mass an<i civil disobedience and disorders is increased in the same pro- 
portion to the loss of human services—especially in the conglomeration 
of people and problems in the urban centers of the land. 

The investment manifested in the mental health services provided 
through the legislation at issue cannot be measured in dollars and 
cents—beeausti it is an investment in the healtii of Americans. 

We feel Thomas JetTerson would agree, "by the people, for the peo- 
ple", et cetei-a. 

We also wish to testify that it is imperative that our center, the 
Maimondes Community Mental Health Center, be alloweil to continue 
any loss of Federal Pounds. As we all know. Maimonides Community 
Mental Health Center is renowned nationwide for tlie type of humane 
treatment that is given to the mentally ill plus recognition of its iiigh- 
qualit^' clinical .services. 
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In the support and in the teclmical assistance provided by the 
Maimonides Community Mental Health Center to the Community 
Coalition, one can see the close working relationship of the center to 
the community. 

By adding a few words regarding tlie l>ackgroimd and liistory of the 
coalition you will get a clear picture of how important it is to this 
community that this community mental health center be allowed to 
continue intact: 

PURPOSE  OF  THE  COMMUNITY   COALIITON,  INC. 

The Community Coalition is an organization made up of 38 com- 
munity groups which run the gamut of many different ethnic and 
socioeconomic backgromid and whose common denominator is work- 
ing together toward the betterment of their community. 

One of our main goals is to promote mental health through love, 
•work, and power. Tlus power comes by the people defining alternatives 
to their own needs and most important seeing them realized. 

It is also supportive of, and organized around, community issues 
and hopes to continue with as many groups as possible, that we can 
accomplish change while at the same time working toward a more 
integi-ated and understanding society. 

B.\CKGR0UND   OF   THE   COMMUNITY   COALITION,   INC. 

In the spring of 1970, 33 community organizations from the Boro 
Park/Sunset Park area came together at a vei-y unique meeting. Its 
purjx)se was to diminisli rivalrj' between community groups and in- 
stead form a united group of commiuiity people whose organizations 
would work cooperatively for the betterment of the conmnmity. These 
groups represented a cross section of almost all the ethnic groups 
found in our society, that is, Italian. Iri.sh, Scandinavian-Norwegian, 
Spanish-speaking community, and Eastern European Jewisli. includ- 
ing a substantial number of Ilassidic Jews, including all economic 
sti-ata. 

Each one of these groups reported what they felt was a community 
problem area, day care, senior citizens, housing, welfare, lack of facili- 
ties for retarded children and adults, tutoring for the underachiever, 
lack of facilities for youth and related problems, et cetera. 

Out of this meeting the Community Coalition was formed, a group 
dedicated to making this community a place to move into, rather than 
out of. 

Armed with this firsthand knowledge of what was happening in our 
community, the coalition approached Maimonides Community ^Mental 
Health Center and strongly submitted two requests: (1) That the 
coalition be given funds to hire local community people to work in 
programs that vre, the people defined, rather than have someone from 
outside the community tell us what our problems are, and, (2) that 
once these people were hired, they would be trained by the mental 
health center if their parent Iwards so request. Tliese i-equosts have 
since been granted. 

The effects of the coalition have been very important. Since the 
coalition only hires community people, over 70 jobs and close to 
$oOO,000 have gone into the community by way of jobs creixted and 
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sen'ices jriven. In addition, and perhaps more important, community 
people have received tntining which will enable them to combat prob- 
lems that airect eiich and e\ery one of ns. 

At present the coalition through funds it receivers through Mainio- 
nides Community Mental Health Center has set up programs—of some 
of its member groups—to deal with many of the conmiunity problems. 

1. A day care center progi-am, namely, St. Andrews Day Care C\'n- 
ter which deals with preschoolers. St. Andrews has since become 
funded through the Department of Social Service^s. 

2. Youth groups formed to deal with the problem of drugs' abuse, 
school dropouts, behaviorial problems and as a basis to establish peer 
group pressure as a preventative to many problems related to youtli. 
Tliese groups do have the backup supix)rt of the professionals in 
CMPIC. These groups are essential to the comimmity as there ai-e a 
wealth of young people in the area and a dearth of recreational facili- 
ties or places for the young to go to. These groups are namely: Sunset 
Park Youth Association. Dahill Road Pai-k. Begin-Together. Latin- 
Stars and BoT-o Park Youth League. At present, the Boro Park Youth 
League entered a projmsal to the subregional CPD No. 12 Board for a 
multipurpose youth center in the area to service the youth in our area. 
This youth center wold Ix' stafl'ed by professionals and para profes- 
sionals, in order to approach the many and often times comjilex prob- 
lems, that beset our youth, in a comprehensive manner. 

We feel that by letting our youth feel wanted in our community, 
and being available when a helping hand is needed, that many serious 
problems are Ijeing j>revented. At the present we are sai^dened by the 
rate of increase in the incidence of school dropouts, et c^.'cra. 

o. The community st;]iool program which is a program geared to the 
borderline retarded children who cannot be placed in any existing in- 
stitutions, because of various reasons. It is lieai-tening to note the 
progi-ess that has Ijeeii made with these children who were, "i)ushed 
out of school because there was no place for them." 

4. The Laughing Tiger Day Camp progi'am Avhich deals with special 
children with S])ecial problems. Tliesc children have been reieri"e<l to 
us by school guidance counselors, therapi.sts at the center, et cetera. The 
cam]> is in operation on Saturdays and o days a week during tlie sum- 
mer. Sad to state, there is a large waiting list of children refenvd to us 
that cannot be accommodated because of lack of funds. 

5. The Young Children and Adult Retardate program which deals 
with the ret.;irded child and adult through a lounge and .socialization 
program. Sad to state tliis program has a I'eal need which cannot l)e 
fulfilled because of lack of funds and resource, a workshop. This work- 
shop would serve to give the retarded person his rightful place in 
society by allowing him to lead a more meaningful life. 

6. Care With Ahava program which dealsw ith the underachiever 
through a tutoring program which raises the child self-esteem by giv- 
ing him positive experiences. One aspect of the program is an infor- 
mational and consultative aid service. Distrust of the "outside" world, 
and not knowing where or how to begin once the distrust is overcome 
has succeede<l in isolating the Hassidic community even more than it 
should be. Door to door canvassing to counsel and provide infonnat ion, 
and general rights advocation, welfare, medicaid, food stamps, 
et cetera, all fit into the Judaic concept of "self help" and therefore 
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somewhat more readily accepted when offered from "within" the 
commimity. 

Sad to state, there are many children waiting to be serviced by this 
program. 

7. Boro Park Welfare Rights Organizations and Simset Park Wel- 
fare Rights which are two groups which deal mainly with weJfai-e and 
low-inoomo individuals and families. As we well know, the problems 
of the poor are many and complex and perjjetrate much mental 
anguish. These groups help to alleviate mental distress through 
connseling, referrals to proper agencies, developing programs such as: 
High school equivalencj' programs, tutoring programs for the immi- 
gi'ant who has a language barrier, cultural exchange programs, et 
cetera. The emphasis on individual and group counseling is great as 
the incidence of suicide is high in these two particular areas, which 
are poverty pockets. 

8. The Sunset Park and Boro Park Community Consumers Health 
Education Cooperative which is a pi'ogram wiiicli deals with the 
nutrition of the very low-income families in the Sunset Park area. To 
underetand the imiwi+iince of this progi-am in a mental health waj', 
we must also be aware of the fact that the individuals and families 
this group deals with are mainly Spanish-speaking from a ditfcrent 
environment and therefore the staples they are used to, in the environ- 
ment they emigrated from, for a balanced diet are not the same. Along 
with the backup som-ice of a professional nutritionist these individuals 
and families are taught how to use the 9ta]>les in a nutritional way. 
Tliis is very important, as it is a known fact that some types of mental 
deficiencies are due to a. lack of protein, et cetera. These individuals 
and families ai'O also referred to professionals in the mental health 
center. 

9. Tutor therapy program which jiays for two coordinators to train 
laymen and professionals in Dr. Pollack's Intersensory Reading 
Method. This scientific approach heljjs the underachiever through 
many positive experiences which aim to raise the miderachicver's self- 
esteem and ego to the point that the child reaches the reading level of 
the class he attends and is able to "keep uj).'" Regular scientific tests are 
given to these children and at times these tests indicate that there may 
bo a more serious ]')roblem. These cases are referred to professionals at 
the developmental center which administers diagnostic testing, 
et cetera. 

10. Central staff which act as liaison between the funded programs, 
named in Nos. 2 through 0, and helps to organize the community 
around mental health issues, acts as resource to community witli respect 
to referrals, et cetera, also acts as resource to the mental health center 
on a "community level," research alternate means of fimding. 

In conclusion, the issue facing us today, the extension for 1 year of 
the Community Health Centers Act is an issue that will have a pro- 
found impact on the American public. At this point, we are at the 
crossroads of that impsict: Tf the extension is passed, a positive chain- 
reaction will take place. On the other hand, if the extension is not 
passed, a disservice with its related necative impact will cause a nega- 
tive chain reaction. 

We have come a long way in the field of mental health in the last 10 
years: From a caretaker approach of patients, to a model approach of 
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coinpi-ehensive sen'ices, a move away f i-om specialized fields that would 
treat jjeople as curious, interesting objects with one sing-le problem, or 
one set of unrelated problems, that were dejilt with in a fragmented 
approach by specialists. 

The liisbory behind the movement for "community mental health" 
is one that parallels that of the aeronautic successes of NASA: They 
are both results of R. & D. coupled with public demand. One benefits 
us directly, the other indirectly. 

With the public support of space exploration a substantial nimiber 
of successes have been achieved in the field of man in space. I am 
confident that with the public support of mental health legislation, 
•wo can achieve far-reaching successes in the field of man on Earth. 

Public support and in\olvement has been one of the primary ele- 
ments contributing to the success of the CMHC program. C<imnHuiity 
initiated and developed programs in preventative mental health have 
acted as the light up front, illuminating the I'oad and contributing to 
the success by removing the stigma and making visible and acceptable 
mental .health services. 

The community coalition has been recognized by the American 
Psvchiatric Association througli a significant achievement award. It 
is disheartening to see that in U.K. 780() a discontinuation is proj)osed 
in the category that has fostered and made evident the existence of the 
community coalition. We urge Congress to legislate more funds to 
continue community organizations working in ment,al health such as 
the coalition, the imixirtant role of such oiganizations cannot be and 
siiould not be discontimicd. 

Let tlie record of these consmnei- operated, initiated, and developed 
grassroots organizations be the prolog for continued fruition. 

The concept of consumer participation in all the facets of plaiming, 
development, and implementation of ment.al health services is being 
threatened by the proposed discontinuation of the consultation and 
education category in H.E. 7800. Consultation and education has l)een 
one of the five basic elements of service in the origuial Mental Health 
Act. Consultation and education has been the channel through which 
consumer participation has Ix'on fomented and expanded. 

We urge the Congress to continue funds for the category of consul- 
tation and education. 

[Tlio following addendum was subsequently received for the 
record:] 

ADDENIIfM   TO   TUE    ST.^TEMENT   OF   MADALF.NE    SABINO,   CHAIRMAN,   COMMUNITY 
COALITION, INC., BROOKLYN, N.Y. 

We wish to add that we hare received resource information thru tlie Com- 
munity Mental Health Centers News (see copy attache<l, for your convenience), 
dated .Tune, 10~X that the Authorized Funding under S113C and HR7806 show 
Cousultntion & Education to he a separate category. Furthermore, that under 
S1130 there is .5 million dollars appropriated under this category and no monies 
under IIR 7806. 

AVo the community take exception to the fact that C & E may in fact be segre- 
gated from tie five basic mental health services mandated by the Community 
Mental Health Services Act. May we with all due respect, bring to your attention 
that C & E monies have made It possible for orKanizatlon.s such as the Com- 
munity Coalition, Inc. to function and in turn sucli organizations have not only 
helped to era.se the stigma of mental health services given in a Mental Health 
Center but it also serves to bring the community together in a "therepeutle" way 
thru Involvement and interaction of people committed to "mental health". The 
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Coalition thru the mental health worlcers it employs and thru the many volun- 
teers (It trains) has helped in the following ways: 

1. Referring clients to the professionals in tiie Center. 
2. In a preventative way lightened the caseload of the professional, since the 

professionals and Mental Health Workers of Maimonldes Mental Health Centers 
many times use the Coalition as resource. 

3. By referrals to the proper city, state, federal agencies plus fraternal, etc. 
orpmizations In the community—we have heljied thousands of people find an 
alternative to their prohlems and thus alleviate their mental distress. As we 
all know mental distress many times builds up thru frustration and bureaucracy 
which the nveratte person does not know how to deal with. 

4. Kncouraging organizations to define their needs and develop and initiate 
services to meet with these problems. 

.5. Referral to various funded and non-funded organizations in the Community 
Coalition. 

6. Teaching community i-esidents to become actively Involved in community 
boards (of all descriptions) and in both Maimonides C.M.H.C. and the hospital, 
hi onier to insure that the projxjr services are given. We also have many 
sophisticated citizens in the area who tJike the responsibility to see to it that 
our Mental Health Center and Hospital is run in an "honest" way. That is, the 
community holds the hospital administration accountable that they must open 
up records to show how the money is spent. Therefore, the word "honest" is 
being used only in a figurative connotation. 

We would have to go on with pages and pagas if we were to trace all the 
positive effects of the Community Coalition. The Community Coalition is good 
business in tlie sense of mental health and also in dollars and cents. Thru the 
preveutional and rehabilitative (limited) asiieets of our organization—it cannot 
be measured in dollars and cents how much money is being "saved" at present 
and in the future by helping a community thru love and work to help its future 
citizens to find their place in siK'iety. 

Therefore, you must agree with us that it would be not only horrendous to do 
away with C & E but shortsighted in doing away with a commodity that is so 
valimble it has no value. With all due respect, we cannot allow the fact that (at 
present) third party payments cannot be paid to C & B. C & E must not be jeo- 
pordized in any way because it is not income producing^—this would undermine 
the basic philosophy of the Mental Health Act. Thanks to our legislators this 
much needed social change was badly needed. In light of the fact, that our 
world is getting ".smaller and smaller" and our urban areas problems more and 
more critical—it would be foolish to get rid of a resource or in fact curtail a 
unit of service which ha.s and will keep on providing alternatives to the many 
problems prevalent in urban areas. We can stress strongly enough—that our 
legislators must find a way to provide funds for this service although it cannot 
l)r()vi(le "income". I'erhaijs, after Congress does its evaluation they may be able 
to pro\ide us with alternatives to funding thru third party payment—by ajt- 
liroprlating tlie needed funds thru the Federal government. 

For the record, we al.so wish to state that after checking with Mr. William 
Widiuhn (of Mr. Hastings office) that upon checking with the Senate Committee 
that the reason why Consultation '& Education was singled out was because the 
Senate Committee recognized the fact that according to present insurance com- 
pany's data there is no way this category can be reimbursed by third party 
payment. 

The reason why the House of Representatives did not appropriate any money 
was because they wished to maintain the law without any substitute change 
until Congress goes thru nn evaluation of C&E during the nest year. 

Just at this moment, we heard the wonderfnl news that President Nixon has 
signed the Extension Act of the Community Mental Health Centers Act. We 
wish to convey our heartfelt thanks to our legislators who have chosen to give 
the jiroper priority to mental health in our nation. 

May we impose on our legislators to reall.v reach out to us—the community— 
to personally visibly a.ssess the "need" for organizations such as the Community 
Coalition, Inc. These organizations have only really started to make "headway" 
in the field of mental health. They must lie encouraged to continue and spread 
to each and every urban community in these our United States. Tlie United 
States must never go down in history as shirking its responsibillt.v to its citizens 
In the field of mental health—citizens should be encouraged to meet their own 
mental health needs. 
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Remember, we are literally demanding with all due respect that our esteemed 
and respected leadership in the Senate and House of Representatives support 
this testimony. 

Mr. SYMINGTON. Thank you very much, Mrs. Sabino, for your very 
thoughtful statement. 

We appreciate your giving it to us in a very precise form. 
. I miglit say for the record that H.R. 7806 was prepared with no 
cut-off curtailing or cutting anything but with an attempt to live 
within the 1973 appropriation and yet as far as possible to continue 
all the iirograms that were initiated under that or supported or main- 
tained under that. 

I wish we had more time to ask questions of the witnesses and I 
particularly wish to apologize to those witnesses who have not yet 
been heard. 

I would like to suggest with the authority of our chairman, that 
we will leave the stenotype reporter here and I will ask Commissioner 
Miller to serve as a rapporteur to receive further statements and to 
conduct a panel discussion to the extent that it is deemed appropriate 
and necessary to do so to get all possible views on the record. 

Then, when those documents have been prepared and submitted to 
the.committee, we will make them a part of the full record, as if it 
occurred duriu*^ our presence here. 

For those of you who have come in since we began the hearing, 
this was the second oversight hearing of the Public Health and En- 
vironment Subcommittee of the Interstate and Foreign Commerce 
Committee. 

Our chairman, Mr. Paul G. Rogers, of Florida, suggested—actual- 
ly, he was responding to Congressman Hasting's request for such hear- 
ings because of the intensity of feeling here on this subject that we 
come today and this was before the leadership decided to hold a series 
of Friday sessions in order to pusli legislation along that line was be- 
ginning to get piled up. 

Tlie result is we now have to run for an airplane in order to get back 
to Washington in time to vote on certain appropriation bills which 
affect the country and you, too. 

So, with that—and again, with great thanks to the witnesses who 
have presented their statements and those who have yet to do so, to 
Commissioner Miller, to Commissioner Christmas, who were so help- 
ful—I will now adjourn the formal part of these hearings and turn 
the meeting over to Commissioner Miller. 

[Applause.] 
Dr. MILLER [presiding]. I am hardly a substitute for the Congress- 

men, but they are here through the record. 
This morning, we not only will try to hear all of those who are 

scheduled to testify, but we will also try to keep the discussion as open 
and short as possible, so it can all be part of the record. 

I don't feel I can do this alono. I would like to ask several people, 
and perhaps others as we go on, join me here, both to hear and to ask 
questions so we can help bring out all the points that should be 
brought out this morning. I wonder if Dr. Christmas would join me 
here and Mrs. Hathaway from the Mental Health Association, and 
also Irving Blumberg. 
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I want everyone in the room to feel free. We will try to provide an 
opportunity for peojile to ask questions witliin our time limits of those 
who are testifying, again with the particular point that all of us may 
have something to say Ijut often to reinforce what has already been 
said to try to be sure that we do because I think the record is carefully 
read and noted. 

It is not so nmch to reinforce only wliat lias been said, but to insure 
tliar all points that we want to get into the record get in. Our questions 
will be primarily on emphasis. 

1 would like to call now on Rev. Orion Hutchinson, Jr., who will 
speak for the National Association for Mental Health. 

STATEMENT OF ORION N. HUTCHINSON, JR., CHAIRMAN, COMMU- 
NITY MENTAL HEALTH CENTERS COMMITTEE, NATIONAL ASSO- 
CIATION FOR MENTAL HEALTH 

Mr. HuTciiiNsoN'. Thank you, Mr. Chairman. There has been pre- 
pared a written statement and copies of it were placed on the table 
up there. I don't know whether the Congressmen took all the copies 
with them or not, but this is the formal statement which was planned 
for presentation this morning and whidi I would again suggest be 
entered into the record if you could pass t hat request on to the proper 
persons. 

Batlier than reading tliat document after introduction of myself for 
the record, I will try to summarize some of the more crucial points 
within the testimony. 

My name is Orion Hutchinson, Jr., by vocation, I am a United 
Methodist minister, specifically, superintendent of the Greensboro, 
N.C., district of the United District Church, which is served by Eep- 
resentative Preyer, who is a member of this committee. 

By avocfltion, however, I am a volunteer in the mental health move- 
ment and have been for a number of years serving offices in the asso- 
ciations for mental health on the county, State, and national level. At 
present, I am chairman of the Community Mental Health Centers 
Committee of the National Association for Mental Health, of which 
the New York association is a part. 

Any proposals relating to legislation for the future must be done 
against two backdrops. The first is the 1-year renewal action, which 
now lies on the President's desk which we, too, hope will be not vetoed 
and placed into law-. 

At the risk of being repetitious, we, too, are most grateful for the 
initiatives taken by Congressmen Symington and Hastings in this 
regard. 

The second thing that serves as a philosophical backdrop for future 
legislation is the attitude of the acbiiinistration. That attitude has been 
expressed in part tlirough the sentiment that the community mental 
health program was designed to be a demonstration program. 

What has really been demonstrated is not that community mental 
heaUli centers are a valid therapeutic concept, but equally important 
that community mental health centers can be initiated and can oecome 
a valid therapeutic concept through Federal initiatives. This is the 
part that the administration sometimes overlooks, and we would want 
to affirm. 
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To fail to recognize this, to fail to recognize the essential nature of 
Federal initiative in terms of establishing community mental health 
centers is to fail to understand that nature of the problem and the 
forms of pai'alysis that have existed for generations m terms of com- 
munity treatment for mental illness. 

A second part of the administration's stance is the position that 
community mental health funding can come through other sources 
such as national health insurance. 

Again, no legislation has been enacted yet nor may be enacted in 
the immediate future which will provide either national health in- 
surance or provide adequate coverage for mental illness through na- 
tional health insurance. This is a futile hope. 

To withdraw Federal financial assistance on the basis that this 
would take its place would be to leave a vacuum, not to be filled in by 
any adequate support. There also is a concept that the Federal pro- 
gram in relation to communi'ty mental health centers has resulted in 
certain inequity. 

For instance, an inequity of funding, some States receiving more 
than others, some locales receiving more than others whereas some 
went without anything. 

A corrolary to that, not necessarily a product of the administration, 
but reflected through Nader's report and other evaluations which 
have taken place, is that centers have not served the poverty areas or 
the poverty people in the areas for which they were especially fimded 
to serve by proverty grants or supplements. This may be and indeed 
is in some places a valid criticism. 

In terms of future legislation against these backdrojw, I would like 
to make a few points in simple catalog fashion. 

First, there definitely needs to be community mental health renewal 
legislation, and we would like to see it done with at least the same 
basic 8-year funding program. We believe that it has been demon- 
strated that other sources of income, of revenue will pick up signifi- 
cant portions, but that they will only in rare instances do the 
initiation 

The administration has suggested in part, community health cen- 
ters could be funded in part through revenue sharing. Ihe invalidity 
of this argument is on the basis of history. There have always been 
available tax revenues, but tax revenues have rarely gone for really 
extensive mental health efforts unless there has been strong pressure 
and personal commitment to this on the part of the legislators. 

This is generally not the case. The Federal initiatives have resulted 
in response on the part of citizens who have pressed into use these 
Federal funds to bring about services and legislators who have been 
sensitized to the problem because of a possible answer upon the hori- 
zon which they saw through Federal initiative. So we push for the 
renewal and we recommend the 8-year base for funding. 

We would further recommend the continuation of the present per- 
centage formula for funding. There is a Senate proposal which has 
a different set of percentage figures. We feel that in this proposal 
the figures are smaller than is needed and also reduce at too high a 
rate, that is, the percentage drops much more rapidly than the pres- 
ent legislation. We feel that the present formula is a good one. 

21-333 -73 11 
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We would further add, and this links on to the previous testimony, 
that after the 8-year period, we would hope that consultation and 
education services would be funded on a continuing basis at 100 per- 
cent of the allowable budget. 

We would further recommend that legislation be structured in such 
a way that renovation of facilities or leasing of facilities can be used 
but that construction would not be ruled out as an option. The im- 
portant thing, however, is that we not be limited to construction in 
terms of establishing community mental health center facilities. 

We would hope that continued attention would be given to serving 
the poverty areas, the poverty persons through supplemental fund- 
ings. 

But we would further urge another point which ties into that and 
that is that the evaluation pi-ocess be strengthened. A part of that 
evaluation process should be a method of determining those centers 
receiving special poverty fundings are serving the persons for which 
they have received these special or these enlarged grants. 

Furthermore, we would like to see this evaluation process involve 
citizen participation, consumer participation. We would like to see 
it strengthened so that whatever deficiencies have surfaced in com- 
munity mental health services programs can be dealt with, not in the 

Erices of having to seek their fiscal preservation, but on the annual 
asis of seeking to do the job for which they are called to do. 
We would like to suggest that considerations be given to a maxi- 

mum amount which would be appropriated to any given centers based 
on perhaps a per capita figure. The reason for this is to get at the 
argument expressed earlier that some places have been more fortunate 
than others in obtaining fimds. 

It is true where there is a medical center, for instance, with a strong 
medical interest and a strong medical-political know-how that large 
grants can and have been obtained. 

This is not to say they have been misplaced or misused. But it is to 
suggest if the funding is going to become more limited, then some 
mechanism needs to be employed to see that those funds serve as many 
different communities as possible and bring about initiatives for new 
services in as widely scattered and diverse areas as possible, especially 
the areas of grant need but only a little medical-political know-how. 

These are some of the points which Ave would like to see studied in 
terms of future legislation. 

I would simply add in conclusion that we stand perhaps at a point 
in which we have come through a moment of shock by the discovery 
that we might loose all funding, and now we are in the period of a 
brief respite for reexamination of where we are and where we ought 

The worst possible thing that could happen would be for us to go 
back to where we were before the Community Mental Health Service 
Act was ever enacted, to the time when essentially the only form of 
treatment was either beyond our sight or out of sight of mind in 
large State institutions. 

The Community Mental Health Act has made treatment attainable 
and for goodness sake, let us use this period of shock to cause us to 
think clearly about where we ought to go and beyond that, to be sure 
that we keep on going. 

Thank you. 
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[Mr. Hutchinson's prepared statement follows:] 

STATEMENT OF OBIOS  N.  HUTCHINSON,  JR.,  CHAIRMAN, COMMUNITY MENTAL' 
HEALTH CENTERS CoMMrrrEE, NATIONAL ASSOCIATION FOB MENTAL HEALTH 

My name is Orion Hutchlnson. I reside In Greensboro, North Carolina, where 
I am Superintendent of the Greensboro District, United Methodist Church. I 
am Chairman of the Community Mental Health Centers Committee of the Na- 
tional Association for Mental Health, and I serve on the Association's Public 
Affairs Committee. I have served on both the Executive Committee and Board 
of Directors of that organization. In whose behalf I am ap|)earlng today. 

The National Association for Mental Health is the national citizens' volun- 
tary organization working toward the Improved care and treatment of the men- 
tally HI; for improved methods and services in research, prevention, detection, 
diagnosis and treatment of mental Illness; and for the promotion of mental 
health. 

I have been an active citizen-volunteer in the field of Mental Health for 
seventeen years. I have served as President of the North Carolina Mental Health 
Association and have been President of the Davidson County Mental Health 
Association In North Carolina. I have also served as a member representing 
citizen-laymen concerns and Interests on the following bodies: 

State Legislative Council (Vice President). • , 
Tbomasville Chamber of Commerce (Vice President). 
Board of Education, ThomasvlUe. North Carolina, School System. 
Our Association is very pleased that H.R. 7806, the legislation which was In- 

troduced In the House, passed by the overwhelming vote of 372 to 1. This Im^ 
portant measure will permit the Congress time to thoughtfully review the CMHC 
Act and make appropriate changes. 

We are very concerned with the Administration's position which would dis- 
continue funding of new CMHC's. The rationale given by the Administration 
regarding why they have chosen tills approach raises more questions than it 
answers. We would like to address our opening remarks to the CMHC concept* 
give our answers to the Administration's position regarding renewal, and pro- 
vide Information regarding changes we recommend in the current CMHC Act. 

The Community Mental Health Center is a health service delivery system al- 
ready Federally funded in more than 500 communities in which approximately 
35% of the Nation's jjopulation lives. It embodies many of the attributes held 
in highest regard by the present Administration. Yet, the Administration pro- 
poses to discontinue further Federal support with a seeming disregard for 
whether this system which it has praised can in fact sarvive the sudden witl>- 
drawal of support. 

The attributes of the Community Mental Health Center system include: 
1. Comprehensiveness—It encompasses within a single system all of the re- 

lated services available to serve the population for which it is responsible. 
2. Coordination—The services contained In this system are organized into a 

continuum enabling the patient to move freely and easily from one service to 
another as needed without the duplication of effort and cost present when serv- 
ices are unrelate<l and uncoordinated. 

3. The Program is designed to serve the total population of its designated 
geographic area. It is not a program developed specifically for the poor or any 
other class within the community. 

4. The funds allocated go almost entirely into services for the persons In need. 
Very little money Is used for the support of a bureaucracy. 

5. There is a high degree of local resiwnslblUty. Controls and direction are 
provided by local volunteer boards. 

6. The Center Program, which was to be initiated in each catchment or popu- 
lation area with Federal funding on a diminishing basis has moved steadily 
toward ultimate support by state and local government and private sources. 
Only about 30% of the money invested annually In operating the Community 
Mental Health Center Program now comes from Federol funds. 44% comes from 
local and state government; 20% comes from patient fees and forms of 
Insurance. 

7. The Program is not one which was developed and put together hastily in 
response to a crisis, but evolved out of ten years of thoughtful deliberations 
with extensive community planning at state and local levels. The planning proc- 
ess was Initiated during the Eisenhower Administration, and the Program has 
had the continued support of each Administration since. 
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8. The Center system is designed in snch a fashion that it is compatible with 
any proposed comprehensive plan for total health care delivery and thus might 
be joined as an already operating component. 

d. Despite commonly held false assumptions, mental health services are de- 
monstrably insurable within a plan of National Health Insurance. 

10. The Center System encourages community care with a minimum of insti- 
tutional confinement which means that to the extent possible, the patient is re- 
sponsible for the fulflilment of Ills own treatment plan which continuing as a self- 
reliant, tax-paying meml)er of the community. The Community Mental Health 
Center has already played a major role in the reduction of state hospital census 
by a dramatic 3G% in the last live years, in closing a number of state hospitals 
in several states and in malcing a sharp reduction in the amount of funds ex- 
pended in the construction of new institutions. 

11. The Center system places major attention on the development of a pre- 
ventive approach with better and more efficient utilization of limited profes- 
sional manpower. 

Why, then, does the Administration propose to place a program so much in 
accord with its own stated objectives in serious jeopardy by the abrupt termina- 
tion of its financial assistance? Several reasons have been offered for its action : 

1. The Program was intended to he a demonstration. It has now heen demon- 
strated to be successful and effective and- should therefore be picked up by fund- 
ing from other sources.—^The problem lies in the definition of "demonstration". 
It is clear that those who wrote the original legislation did not intend that Fed- 
eral support would continue undiminished and forever. Funding grants were to 
l)e for a term of eight years and provision was made for diminishing Federal 
partici|>ation during that eight-year period. Thus, Federal funding was to serve 
a pump priming purpose. It was also to demonstrate to each community the 
merits of the program and the capability of each community to pick up grad- 
ually the financing of Its own center. Congress set as its goal that a mental 
health center should be established in as many catchment areas as necessary to 
serve the total population of the country. It was not the intent of Congress when 
the initial legislation was enacted to assist a few favored communities to have 
centers and then to leave to chance the spread of the program elsewhere. 

2. The Program will he funded through National Health Insurance.—Unfor- 
tunately, National Health Insurance does not yet exist nor does it seem im- 
minent. In addition, it must be recognized that even if National Health Insur- 
ance might support the continuation of an existing Community Mental Health 
Center, it would not, as a fee-for service mechanism, provide the funding for 
con.suItatlon services, which are a major component of the preventive function. 
Nor would insurance provide funding for the initiation of new and needed cen- 
ters where they do not already exist. 

3. The Program can be supported and Centers can he initiated through revenue 
»harin{;.—Without debating what may prove to be the eventful virtues of the 
revenue sharing approach to Federal participation in local programs, there 
seems to be a callous disregard for reality in proposing this solution. There is 
no evidence that revenue sharing will be so effective Immediately that each of 
the many programs which apparently are expected to derive their support from 
this source will each receive its equitable share without interruption of service 
and irreparable damage. Neither can anyone be sanguine about the prospects of 
equitable consideration in the inten.se competition which will take place not 
only between established programs but also with those which may be opportun- 
istically devised in reapon.se to state and local special pressures. Further doubts 
arise concerning revenue sharing as a solution because of the tendency on the 
part of state and local governments to use the funds shared with the mfor one- 
time capital expenditures rather than for programs involving long-term finan- 
cial commitments. Then, there are indications that all the programs which are 
supposedly to be supported by revenue sharing are going to have to be financed 
with what appears to be less dollars than are currently available through pres- 
ent funding arrangements. 

Finally, we are deeply concerned about an approach to financing which does 
not provide for a continuing Federal regulating relationship. Though a substan- 
tial part of the funding may come from other sources and though program con- 
trol and management may be local, uniform standards of practice and perform- 
ance established by the Federal Government are highly desirable. 

4. The Federal grant program for Community Mental Health Centers has re- 
sulted in an ineQ^iitahle distribution of services toith certain states and the com- 
munities receiving a disproportionaie amount of the funds avadlahle.—It is true 
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that some states were better prepared to move ahead than others and have at- 
tained a more rapid and complete coverage of the population of their states. It 
hardly makes sense, however, to deprive those states which have been confronted 
with greater dlfBculty in proceeding simply because the funds have been In- 
equitably distributed to this i)oint. To do so would be to perpetuate the inequity. 

WitJi due regard for the conceru.s of the Administration as expressed explic- 
itly and Implicitly in the reasons given for discontinuance of Federal supjwrt, 
there is still an important role which can be properly and appropriately played 
by the Federal Government. 

We believe the following four recommendations are realistic in terms of Fed- 
eral government involvement in the Community Mental Health Center Program 
and its development to the high level of its potential. 

1. That Federal funding continue for the purpose of assuring the initiation of 
a Community Mental Health Center in each of the 1500 catchment areas re- 
quired to encompass the total national population. Presently, there are 493 cen- 
ters Federally funded and a small number financed in other ways. This means 
there are at least 900 catchment areas for which centers must still be planned 
and initial funding secured. Continued Federal participation should at least 
make available an initial eight-year staffing grant for the support of a properly 
designed and approved mental health center in every catchment area still un- 
served by such a center. June 30, 19S0, should be regarded as the target date 
for comprehensive national coverage with initial staffing grrants. 

2. That a celling be placed on the amount which can be allocated to any one 
center in order to avoid giving undue advantage to those having unusual grant- 
writing skills and in order to provide for an equitable distribution of available 
dollars to all catchment areas. Such a ceiling should be based upon a formula 
taking into account appropriate variables to be established by regulation. 

3. That there be a continuation of preferential funding for centers serving 
poverty areas with the requirement that the additional dollars allocated to such 
preferential funding be used for the provision of services to the poverty 
poi)ulatlon. 

4. That long-term funding beyond the initial eight-year grant period be avail- 
able to finance consultation and other preventive services not normally reim- 
bursable from other sources. Preferential funding should also be available to 
support such services in poverty populations. 

The National Association for Mental Health has respectfully requested that 
the Administration, acting in good faith and in a manner consistent with its 
avowed endorsement of the Community Mental Health Center system, adopt the 
above recommendations and enter into communication with appropriate mem- 
bers and committees of Congress as necessary to achieve a satisfactory settle- 
ment of divergent positions held by the legislative and executive branches of 
government. 

In conclusion, it is our position that the CMHC legislation should be modified, 
taking into account the need to use federal funds to assure that "seed-money" 
is available to each of the l.'iOO catchment areas throughout the country. We 
believe our recommendations will achieve that end. 

Dr. MILLER. Mr. Hutchinson, thnnk you very much for your detailed 
comments and your resolve. 

I think |>erhaps in the interest of time and because there are so 
many waitinp to testify, we will <jo on with the others who have testi- 
mony to present; but we will try to reserve some time perhaps to re- 
call some of those who have already testified. I am sure there are some 
questions. Your presentation was extraordinarily complete. 

I would like to call next Mr. Max Schneier. who is the chairman of 
the Xew York .State Federation of Parents' Organizations of State 
Mental Institutions. Mr. Schneier. 

STATEMENT OF MAX SCHNEIER. CHAIRMAN, FEDERATION OF PAR- 
ENTS ORGANIZATIONS, NEW YORK STATE. AND VICE PRESIDENT, 
CITIZENS UNITED FOR THE HANDICAPPED 

Mr. SCHNEIER. My name is Max Schneier and I am chairman of the 
Federation of Parents Organizations for the New York State Mental 
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Institutions and vice president of Citizens United for the Handi- 
capped. 

I come before you today as a representative of those people wlio 
have tlie jrreatest vested interest in the delivery of care and services 
to the mentally handicapped through their community mental health 
centers, namely, the parents and relatives of those so disabled. This 
hearing is an example of the American process at work—lejrislators 
listening to the people to ascertain their needs and then taking the 
information gathered and translating it to beneficial and corrective 
legislation. We parents wish to thank this subcommittee for this 
opportmiity. Your evident interest and understanding of the problems 
afflicting '20 million of our citizens bodes well for tlie enactment of 
future legislation to provide the help and programs needed by this 
large segment of our population. 

In addition to the 20-million figure mentioned, there are 9 million 
Americans who are pix>blem drinkers or alcoholics and 600,000 heroin 
addicts. 

I come here to tell this committee to take this message back to our 
Nation"s Capital, and that me.ssage is. "No force on earth can stop an 
idea whose time has come." That idea, whose time has come, is the- 
ongoing involvement and participation of the patients, parents and 
relatives in the planning for and the execution of the programs for 
care, services and rehabilitation of the mentally handicapped. The 
consumer of mental health services movement gathers strength with 
each succeeding day. We are lx;ing aided almost daily by favorable 
court decisions throughout the Nation. We have developed dedicated 
leaders who have pledged themselves and their resources to continue 
the struggle until our Nation reorders its priorities and places human 
priorities before all others. 

This is no flash in the pan. We will not go away and disappear or be 
lulled into a false sense of security by politicians' promises, which 
never come to fruition. AVe have become knowledgeable because of our 
pain and suffering and the daily burdens we must carry, we are or- 
ganizing so that we may giiin the victory which will redound to the 
benefit of our handicapped fellow Americans, who today are de- 
humanized and debilitated in the large, custodial institutional ware- 
houses operated bj- all the States, or wlio have not been able to find 
alternative community facilities such as the community mental health 
centers. The Congi-ess of the United States has, by its inaction, per- 
mitted these crimes against humanity which have no parallel in our 
American history. The Congress has, in prior years and for the most 
f)art, left this problem to the individual States. The States, in turn, 
lave consistently demonstrated that they cannot and will not fully 

meet the needs of the consumcre of mental health services. Mental 
health is in essence, a national problem and the direction, programs 
and fun<ling must mainly come from Washington, and not the State 
capitals. 

I am sure you are well aware of the statistics and the growing need 
in this vital human area which costs our Nation $20 billion a year in 
lost productivity. You all know that every other hospital bed in this 
country is occupied by a mentally disabled person. I have previously 
referred to the large numbers of our citizens who are in need of serv- 
ices. You know that our elderly are particularly affected by mental 
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illness and that this group makes up 20 percent of the elderly living at 
home also suffer some mental impairment. Most of us hero know that 
the resident population in our State mental hospitals has dropped 
markedly—from 558.000 in 1955 to 276,000 in 1972. It is ironic that 
HEW officials concede that the community mental health centers pro- 
grams have contributed to this drop. We are aware of the fact that 
federally funded centers treated about 1 million patients in 1972 at 
less than one-tenth the cost per patient-care episode than in large 
State institutions and that these centei-s keep in-patients care on the 
average, to under 20 days, returning patients to work more quickly 
than State institutions. 

With all of these incontrovertible facts at our disposal, why is there 
any question as to the need, not only of continuing these programs, but 
in fact to increase the number of commimity mental health centers 
from the present 493 to the 1,500 originally contemplated by the Con- 
gress. We have support of usefulness of these centers from none 
other than our Secretary of Health, Education, and Welfare, Caspar 
Weinberger, who recently wrote to the executive director of the Na- 
tional Covmcil of Community Mental Health Centers as follows: 

You are completely correct that I have no disagreement whatever with the 
value of the community mental health center program. ... As one who had 
something to do with the start of the mental health Idea in California, before 
there was Federal funding, I have no question as to the immense usefulness and 
effectiveness of the community mental health center idea. 

Yet, there is an absurdity in the present administration's position in 
regard to the community mental health center program. On the one 
hand, the administration—both in the President's budget proposals 
last January and in testimony before congressional committees—has 
indicated that the community mental health centers program has been 
highly successful. 

On the other hand, the administration proposes terminating Federal 
support without presenting any reasonable alternative source either to 
supiK)rt existing programs or to initiate new ones. The administra- 
tion's argimients for discontinuing support are: 

1. The original intention of the Community Mental Health Centers 
Act of 1963 was just to pix)vide seed money to start the centers and 
subsequently for the Federal Government to drop out of the picture, 
that these centers were only demonstration projects. Our answer is 
that every new program was a demonstration project when it was 
first initiated. 

2. The community mental health centers have been so successful 
that no new funding is necessary. The administration wants to end 
other m.ajor liealth programs, the regional medical programs for in- 
stance, because it contends they have been failures. But curiously and 
I say stupidly, the mental health program has lost administration 
favor because it has done so well. 

The chairman of your subcommittee, Representative Rogers, in 
commenting on this absurd situation has stated the administration 
]X)licy evidently is, "If it is good, do away with it. If it's bad, do away 
with it. In other words, wipe out all activity, and I think that that may 
be what is what they want to do." 

Chairman Rogers further stated in his remarks on May 2. 1973, 
before a mental health group that: "The whole purpose oJP the pro- 
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gram—community mental health centers program—was to treat the 
mentally ill in their local areas rather than yank them out of their 
communities and put them in a warehouse." 

He further charged that the administration was abandoning the 
program before it was one-third of the way toward its legislative 
goal—1,500 centers across the country. In agreeing with the contention 
that tlie cutting down of Federal support of the commimity mental 
health centers will not have money in the long nm, because States will 
have to pay for increased use of State mental hospitals, where treat- 
ment is more expensive, Chairman Rogers further stated: "This is not 
a buck-saving budget, but a buckpassing budget." 

3. The administration argues that the programs are inecjuitable in 
the Nation as a whole—ranging fix)m total implementation in all 
catchment arejis in Kentucky to many States which only have a very 
few community mental health centers and therefore it is not, "a proper 
Federal role," to continue to suppoi-t direct mental health care services 
for a few. 

The logic of this argument escapes me completely. It would be 
easier to follow if Secretary Weinberger, who advanced this particular 
argument, would have stated that it therefore was mandatory for the 
Federal Government to implement an orderly program to reach the 
legislative goal of one community mental health center for each of the 
Nation's 1,500 catchment areas. Senator Harold E. Huges charged, "It 
looks to me like they have adopted a policy of reducing inequality by 
reducing services to the lowest possible level at all points." 

4. It is up to the States or other funding sources to pick up the Fed- 
eral share of mental health center funding. The HEW however for- 
mally admitted that it had no concrete information that the States 
would pick up the fimding or that other sources could or would do 
likewise. 

As for the contention that third-party insurance payments would 
begin to pick up more of the center's costs, it is becoming clearer that 
third-party insurance payments will never be a factor if 42 percent of 
all persons using the centers have family incomes below $3,000 per 
year and 62 percent have family incomes below $5,000. 

These disadvantaged people could never afford any insurance costs 
for such protection and therefore do not have any. As for medicaid 
and medicare—many States do not cover mental health sen'ices in 
their medicaid programs and medicare j>ayments are necessarih' re- 
stricted by the fact that they cover tiie elderly. 

If private insurers cover mental health services at all—and many of 
them do not, or the coverage is extremely limited—particularly on an 
outpatient basis, high coinsurance payments usually are required. 

As for future national health insurance payments to pick iip the 
necessary funding—such a plan will not be operable for at least 3 to 4 
years and all such plans now being mulled over have restrictions as to 
the coverage the mentally disabled will be able to get fi'ora such 
insurance. 

Because of the distant future of the realization of national health 
insurance, and because of its limited coverage, it cannot now be con- 
sidered as an alternate source of funds for community mental health 
centers. 
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As for general revenue sharing, experience to date indicates that a 
very large proportion of these funds are being used by communities 
and States for capital improvement purposes rather than for human 
services. 

In any case, the competing demands on these funds at the State 
and local levels are such that their availability for community mental 
health programs will be limited. Pointing out this conclusion more 
graphically is the survey made by the National Council of Community 
Mental Health Centers which found that only 22 centers had received 
financial aid from revenue-sharing payments, and in most of these 22 
instances the amount of assistance was less than $5,000. 

As for the availability of State and local fimds, the competing 
demands for use of State and local funds are such that it is unlikely in 
the foreseeable future that significant moneys irom these sources could 
be used to continue support of mental health centers or initiate new 
ones. At this point of time the States are already contributing more to 
the cost of commimity mental health programs than the Federal Gov- 
ernment is. This has been time since 1963. Certainly the States would 
not be able to pick up the $200 million per year now provided by the 
Federal Government and the $400 million more in addition that would 
be needed to implement the legislative intent of 1,500 community 
mental health centers. 

For all of these stated reasons the Federal Government must not 
and cannot disassociate itself from supporting the existing community 
mental health centers program and from taking the leaderehip in 
initiating the 1,000 new ones which are so desperately needed and 
which will prove their cost effectiveness in the years to come. 

In a heartless statement of the current HEW philosophy. Secretary 
Weinberger has offered the thinking that if programs cannot make it 
on their own without Federal assistance, they should not be per- 
petuated by Federal aid—regardless of their importance to health care 
in the country. 

We parents and relatives feel that the various responses to such a 
callous philosophy from responsible leaders of the Senate, and the 
House of Representatives will not permit this thinking to prevail. 
Congressman Hastings set the tone for congressional thinking in this 
area when he stated, "My introduction of this legislation, H.R. 5608, 
should not be construed as a personal endorsement of all of these pro- 
grams, but rather a necessary mechanism to permit the Congress, 
which established this authority in the first place, the necessary time 
to make a responsible evaluation and decision." 

Chairman Rogers told HEW Secretary Caspar Weinberger when 
he testified before his subcommittee: "This subcommittee will not con- 
done dismantling of existing programs until Congress decides whether 
these programs should be continued, should be modified or perhaps, 
terminated. It is the Congress that will detei-mine their fate. I believe 
that the current programs should be held in place until the process of 
review and evaluation through hearings and the development of new 
proposals in the form of public law, can be completed. The adminis- 
tration and the Congress should work together toward this end." 
Strong statements in sujiport of the continuation and expansion of 
the community mental health centers program have also been made by 
Senator Kennedy, Senator Schweiker as well as many other Congress- 
men and Senators. 
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The present status of the federally funded community mental health 
centers program leaves much to be desired and all of the demonstrated 
deficiencies and needs must be adequately cared for in any subsequent 
legislation. I have pointed out that only'493 of the country's approx- 
imately 1,500 catchment areas have community mental health centers. 
The 493 catchment areas accxjunt for less than one-half of the popu- 
lation in this country. It is clear that without the continuing leacier- 
ship role, the incentive provided by Federal funds, many of the 
remaining 1,000 catchment areas—especially those in mral and urban 
poverty areas—arc extremely unlikely to develop the type of compre- 
hensive program which is the earmark of this highly successful ap- 
proach to the delivery of mental health services. 

In the 493 catchment areas, we now have the reasonable expectation 
that patients with emotional problems will receive comprehensive 
services; that the services will be available and accessible to them; 
that the services will be tailorod to the particular need of the geo- 
graphical or cultural area; that continuity of oare will be ensured; and 
that both preventive and treatment programs are in operation. 

The National Institute of Mental Health has on hand 78 approved 
but unfunded staffing grant projects totaling $38 million. The Presi- 
dent's revised fiscal year 1973 budget prevented payment of any of 
these grants. In addition, the NIMH was ordered, earlier this year, to 
stop the process of reviewing applications because of the President's 
decision not to support any new projects. Thirty-three such applica- 
tions for $12.9 million is grasts nave been returned by the NIMH 
since it stopped taking applications in late Februai-y 1973. "In the 
pipeline"—or being processed in regional centers—were 96 applica- 
tions for an estimated $43 million in grants. 

Of particular interest to us is the area of children's services. At the 
present time, 150 of the operating community mental health centers 
have a comprehensive specialized service for children but another 270 
centers do not have such a component. In the children's area— 
Part F under the amendments of 1970 to the act of 1963—11 projects 
were approved but could not be funded by NIMH during this fiscal 
j'ear. These last points are issues of an appropriation rather than of 
an authorization nature but I would strongly urge you and your col- 
leagues to ensure that the fiscal year 1974 budget, which will be acted 
on by the Congress this summer, includes the maximum funds pro- 
vided for under the 1 year extension of the community mental health 
centers program which was just enacted by Congress. 

Wliile we would be the first to assert that tlie mental health centers 
have not been uniformly successful, that Federal monitoring could be 
improved, that new legislative language is needed to bring about im- 
provements in the program, we whole heartedly support, this program 
and strongly urge its continuation. It seems to us that the administra- 
tion's very substantial praise of this program provides the most ^ler- 
suasivc argument for the continuation of a major Fedei*al role. 

The criticisms leveled in July 1972 by the Ralph Nader—Affiliated 
Center for the Study of Responsive Law—should also be studied by 
the committee for any appropriate corrective action they deem neces- 
sary. These criticisms were mainly leveled at management inefficiency; 
conflict between the clinical, medical, and social service approaches; 
responsiveness to tiie community; and better oversight by the NIMH. 
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They should all 1x5 targets for discussion when Congress reviews the 
community mental he^ilth center program. 

"We parents and relatives want to avoid creating another mental 
health bureaucracy, MIUCII would be dominated by psychiatrists and 
which would be unT-esjwnsivc to the lessons learned from treating the 
mentally disabled in our State mental institutions. We also do not feel 
that the community mental health centers should keep a low profile in 
the community to avoid being swamped with patients. We do not want 
solely adopted a clinical treatment approach which would neglect the 
important supportive .social sen"ices. We do not want to have the 
mental health professionals spend as much time on administration as 
they do on jjatient care. Such administrative duties should be left to 
management specialists. We want redoubled efforts to assure services 
to the poor and the minorities. And above all, we want much more 
community {jarticipation in a centers decisions. No decision, which 
affects tlie vital interests of the consumers of mental health services, 
should bo made by any center without the participation and involve- 
ment of tiie community in the decisionmaking process. 

We therefore recommend the following action: 
1. legislation must be quickly developed and enacted by Congress 

prior to the end of tlie first session later this year. This legislation 
should provide for at least a 3-year extension of the commimity mental 
health center program. In the absence of such legislation we will be 
faced again ne.xt spring, with an 11th hour .struggle to continue the 
program. This is an impossible state of affairs for the hundreds of 
communities throughout the country that arc most anxious to develop 
comprehensive mental health programs but are cautious alwut moving 
in this direction because of the uncertainties of Federal funding. 

2. Any new legislation in the community mental health center area 
should iiddress itself at least to the following critical issues: 

(a) How will the direct patient care sen-ice—inpatient care, out- 
patient care, emergency services, partial hospitalization—be covered 
prior to the enactment of national health insurance? 

(b) How will these direct patient care services be covered subse- 
quent to the enactment of national healtli insurance? 

(c) How will the important indirect services, consultation and edu- 
cation, of a public health natui'e be covered prior to and subsequent to 
national health insurance? 

(d) What provisions will there bo to assist communities with "start 
up" costs prior to the enactment of national health insurance? 

(e) AVhat pi-ovisions will tliere be for assisting coninnmitievS with 
"start up" costs subsequent to the enactment of national health in.sur- 
ance? It is reasonable to expect that national health insurance will 
cover a large part of the direct patient care costs, however, it is im- 
likely that national health insurance will cover either the indirect pub- 
lic health activities or the critical "start up" costs. 

(/) The Congress must insure appropriat* coordination of com- 
munity mental health services with services in State, county or city 
mental hospitals and unixersities. Some means must be found to assist 
in the development of a single system for the delivery of mental 
health services in which the community would be involved and in 
which they would participate as equal partners. 
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(g) Future legislation should increase the extent to which a variety 
of rehabilitative services—especially those of a vocational nature— 
are integrally related to, if not part of, community mental health 
programs. 

The people of the United States, including the hundreds of con- 
sumer organizations in all of the States, as well as national consumer 
^roui>s such as the National Association for Mental Health, the Na- 
tional Committee Against Mental Illness, the National Council of 
Community Mental Health Centers, et cetera, and the national pro- 
fessional groups such as the American Academy of Child Psychiatry, 
the American Psychiatric Association, the American Psychological 
Association, the National Association of Social Workers, et cetera, are 
deeply committed and dedicated to this program and can mobilize a 
great denl of support at the grassroots level in every congressional 
district throughout the country to help insure enactment of any new 
community mental health centers legislation that is brought out of 
your subcommittee. We stand ready to provide any assistance which 
you may ask of us. 

Thank you. 
Dr. MILLER. Thank you, Mr. Schneier, for your cogent and forcefiil 

remarks. 
Let me state in passing that I recently heard a report on mental 

he-alth services in Japan. Everybody there is covered by some type of 
third-party insurance for psychiaitric care, but there is nothing there 
which resembles the structure of mental health centers and it is the 
only developed country in the world, I am told, where the number of 
residential beds for psychiatric patients has increased rapidly. 

I would like to call next on Dr. Robert Campbell from the American 
Psychiatric Association. 

STATEMENT OF DR. ROBERT J. CAMPBELL, SECRETARY, AMERICAN 
PSYCHIATRIC ASSOCIATION 

Dr. CAMPBELL. My name is Robert J. Campbell, and I represent the 
3.100 psychiatrists of the 14 district branches of the American Psy- 
chiatric Association in New York State. We are grateful to the Con- 
gress for its continuing concern for the health of all our citizens, and 
especially for its successful action in extending the Community Men- 
tal Health Act. We are also grateful for this opportunity' to express 
our views on the contents of future Federal legislation related to com- 
munity mental health services. We would not ask, nor would we expect, 
that ours be the only voice lieard by those who will draft that legis- 
lation. We would rather hope that the following i-exommendations be 
given serious consideration at each step of the deliberations on the 
futuiv of community mental health centers. 

We suggest, fii-st of all, that a facility grant program replace the 
construction grant program of the current act. Such a step will pro- 
mote the use and renovation of existing facilities and will accordingly 
reduce expendiitures for nonessentials: It will appropriately emphasize 
programs, not the bricks and mortar that house them. 

Second, we favor operating grants rather than staffing grants, so 
that a proportion of the entire cost of operating a community mental 
health center can be funded. This seems to us more workable and 
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pnvcticable than an aibitrary division into dii-ect services to patients 
on the one hand, and all other supportinj^ services and staff on the 
other. 

Third, each community mental health center should be required to 
develop a plan that will iruaranteo an appropriate range of services for 
elderly persons, for children, for alcoholics, and for other drug 
abusere. The argument that one catchment area does not generate a 
caseload heavy enough to warrant such comprehensive programs is 
too often used as a way to evade all responsibility for such neglected 
groups. 

Fourth, each center should be required to develop and maintain an 
effective working relationship with the State hospital to which it re- 
lates, so that appropriate screening of patients before admission to 
a State hospital and aftercare following discharge from a State hospi- 
tal can be provided within the catchment area. 

Fifth, conitinuous evaluation of community needs and of the extent 
to which services meet those needs must be required of each center. 
Ongoing and independent analysis of program effectiveness by the 
Department of Health, Education, and Welfare or NIH, NIMH, 
whichever is organizationally appropriate, should also be. mandated. 

Sixth, priority in awarding funds should be given to cajtchment 
areas wliich are not yet serviced by community mental health centers. 
To encourage timely development of needed services in areas that lack 
ready access to planning staffs— that is, areas relatively unsophisti- 
caited about "grantsmanship"—the granting agency should be directed 
to assume an advocacy consultative role in developing grant requests 
insofar as such assistance is acceptable to the catchment area 
concerned. 

Finally, support to all funded centers should be extended until such 
time as national health insurance, other federally funded health serv- 
ice delivery programs, such as HMO's, or other third party payment 
mechanisms can begin to assume the costs of the centers' services. 

Thank you very much. 
Dr. MiLLEK. Thank you. Dr. Campbell, for very useful testimony. 
I would like to call now on Mrs. Betty Still, president of the 

Jamaica-Flushing Mental Health Council. 

STATEMENT   OF   BETTY   STILL,   CHAIRMAN,   JAMAICA-SOUTH 
FLUSHING MENTAL HEALTH COUNCIL, QUEENS, N.Y. 

Mrs. STILL. Thank you. Dr. Miller. Good morning, Dr. Christmas 
and other friends. This is my first time to appear before you and since 
you said there was some opportunity for folks to speak, I thought I 
would get my name in. 

I am a consumer, a layman, the chairman of the Jamaica-South 
Flushing Mental Health Council, of which I Iwlieve you have heard. 

We have been in the process of working on a grant for the last 4 
years. Two of those years, I have been the chairman. Our grant was 
received, adopted, what have you, but it was never fimded. 

As a layman, I really cannot imderstand that if you follow all of 
the guidelines. If you run to Albany or to Washington, if you send 
letters into the different offices and then you come back and you say 
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we receive a letter that the grant was approved with no money, how 
can you really set up a center and how can you really service people ? 

Again, as a layman, I say how do you go out into the community 
and say please come over and support our grant. We have it approved, 
but we have been waiting for the last year to receive funds. Now, how 
do we go back to explain ? How do I go to the council now to explain 
to them and tell them why we cannot set up a center. 

We do not have such a center in Queens, and it took quite a bit of 
time and energj' to go into the community to explain to them that we 
do need this, and we want your support. The guidelines said we should 
have community input. You can not keep community people interested 
unless you show them something besides paper. 

I thmk too much paper has been used and perhaps some building 
oould have gone up and some staff had been paid if we stopped so mucn 
of the paperwork. 

I feel there should be perhaps two or three sets of guidelines and 
then the community could use that particular guideline that thej' de- 
sire and then they could proceed on when it is submitted if by chance 
they have left out something then they would go back and take care of 
that, but, for Heaven's sake, after they have followed all the guide- 
lines, I can not see why the moneys have not come down. 

If you will, I would like for you to explain to me, not now, but 
maybe I could get something in writing so I could take it to the 
Council. 

Whjr is it when we know there is a need and, of course, you know 
there is a need, the city knows there is a need, when you follow all of 
the steps, then you send back a blank piece of paper—there is no 
money. You really can't keep people interested. 

Do you feel that people may have to tear down walls? Do you feel 
they should write on walls? Should they destroy buildings and then 
suddenly money is found to put up these structures to help people ? 
Do you feel a person must really crack up and go berzerk in order to 
get something ? 

As a layman, I am asking this because I think I have worked rather 
hard as well as the i-est of the people coming to meetings, uniting them, 
running downtown, running to Albany, going to Washington, and 
this is no paid thing. This is a voluntary thing and when I stand up 
and try to persuade others to do this because I feel that something 
will come through yet and after a year's time you don't see anything 
what do you t«ll people? 

Do you say let's take this bus and turn it over in front of the ccwn- 
missioner's office and then they find money? Is this proper? I would 
like to know what do you plan on setting up for a community when 
you ask for community participation because we say 50 percent con- 
sumers—professionals may be a little more dignified in doing things— 
but when you are out here with the hard core community and you are 
trying to persuade them to do something, you have to show them some- 
thing besides paper and pencil. 

I would like to know if you can help me with this. 
Dr. MILLER. I am glad that the record will include such a direct 

description and report of what it feels like to be involved in the 
development of a center which, as you described it, finally was ap- 
proved, but not funded. 
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I wouldn't attempt to try to answer as if I were a Con^essman, and 
I am not sure it is appropriate for me to turn this meeting into a dis- 
cussion of other matters at the moment. But your experience is not 
unique, and that makes it all the more important that we have a record 
of tnat kind of experience which could be matched, I suspect, in a 
number of places. 

The past extension of the mental health centers legislation might 
address itself to thajt particular center, but more would be required if 
the same situation is not to take place again in the fture. So I thank 
you for your testimony. 

I would like to call now on Dr. Paster, director of the Washington 
Heights Mental Health Center. 

STATEMENT OF DR. VERA PASTER, EXECUTIVE DIRECTOR, WASH- 
INGTON HEIGHTS-WEST HARLEM-INWOOD MENTAL HEALTH 
CENTER 

Dr. PASTER. Thank you. I think the timing is very appropriate. I am 
referring to the presentation of the previous speaker, because I have 
experienced the frustrations described. I would like to add a happier 
postscript in the context of this hearing. 

The Community Mental Health Centers Act provided the thrust for 
a changed concept in mental health care that 10 years later is still in 
the process of being realized. 

It takes time to change habits, behavior and thought patterns de- 
veloped over many generations. In 1963 there were already years of 
asylums for the insane; vears of hospital-based voluntarj' clinics for 
the emotionally disturbed, but each pursuing its own treatment goals 
for the selected few, rarely even recognizing the existence of the 
others; years of the entrenched interests setting the standards and 
determining the criteria that indicated who should and who should not 
be served; who should serve and who should not. 

The remarks of the previous speaker are particularly relevant in 
this respect and the experiences that I would like to share with this 
committee follow up in the same vein. It seems to me that 10 years is 
not too much time to reconceptualize the theory of mental health or 
to bring about the skills to attain these new goals or to generate the 
courage, and the determination to do so. Required are a steadfast will 
and the processes to actually implement an expanded concept of health 
care that I believe was intended by the Community Mental Health 
Centers Act. 

If it was the intention oft he act to reconceptualize the care of the 
mentally ill, if it was the intention to extend mental health care serv- 
ices and to involve the community, then we are still in the process of 
becoming. 

With prior permission, and in the spirit of the content, I would 
like part of the time for my testimony to be shared by the chairman of 
our Doard, a community member. This examplifies the partnership 
that I believe is one of the intentions of the act. 

The provisions of the community mental health center with its 
supervisory structure at NIMH has made it possible, and has given 
hope to community groups to activate themselves on their own l^half 
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I would like to refer to those I know best, the people in the Washing- 
ton Heights-West Harleni-Inwood section of Alanhattan in New York 
City. 

This is a group of ordinary citizens, black and white, poor and mid- 
dle class, people on welfare, people with jobs, professional peoi^lc and 
lay people who have been banding together to look for alternatives 
for meeting their mental health needs. 

In so doing, they are developing the concept. They are putting mean- 
ing into the concept of a program of mental health that is directly 
responsible to and responsive to the community. Legislation provides 
the thrust. The actual implementation takes dedication, work and 
struggle, accidents, mistakes and learning and doing. 

I think that is what is happening in our area. 
In 1968 several residents of Washington Heights learned that the 

entrenched training and research-oriented university medical insti- 
tution in their area had been asked to develop a community mental 
health center. Because the Community Mental Health Center Act 
prescribes community input, that was the initial access. Thus, these 
persons, Mrs. Emma Bowman, Mr. William Hatclier, Dr. Keuben 
Mora, and others, felt encouraged to involve themselves. 

They involved themselves to the point of asking to participate in 
the planning of the community mental health center. When this inter- 
action escalated in conflict, the act itself was the force that legitimated 
the thrust of the community to have its priorities addressed. 

All of this resulted in tlie community's being given the charge by the 
city and the State mental health departments to develop the commu- 
nity mental health center program for the area. That would never have 
happened had there not been that act. 

The momentum provided by the potential availability of Federal 
funds to help financially provide for five essential services directed to 
their needs, generated an energy among this group of citizens that is 
increasing still .5 years later. This community is taking seriously the 
intent of the act and in so doing, is not putting a new label on an old 
bottle by calling an old medical care package a community mental 
health center. 

The intent sought by the community and which is, in the attempt of 
being realized, is community involvement, preventive care, effective- 
ness and availability of service to those who need it most, coordination 
of pix)grams and a comprehensiveness of the service for people who 
have need. 

It has truly involved a large number of communitj' persons. These 
people meet together regularly to learn about and to formulate their 
own concepts of mental health and mental health delivery services. 
They determine their own needs and interact with various segments of 
local government. They work with planning boards and neighborhood 
action programs, get out the vote, write to Congressmen, and become 
involved as active members who have something to say about what 
happens to them. 

ifany have been stimulated to return to school. People who may 
Imve dropped out of high school are going back to college and getting 
advanced degrees. They have addressed their energies to the means of 



167 

improving their community starting with mental health issues and 
extending to seeing that the streets are cleaner, and on to bringing in 
large programs of general health care, also to be addressed to the com- 
munity's needs. They care, they show that tliey care. This, in turn, 
generates a force, a force of neighbors committed to eacli other and 
committed to improving life and demonstrating that there is some 
hoi)e to do so. This makes for a mentally healthier community. I feel 
that this process in and of itself, is a great answer to mental health 
for the community. 

Professionals employed by this community have no ivory tower. 
They are in constant interaction with the community and thus are 
enabled to program for the real priorities of the people. 

They must seek out ways of imtiating contacts and eifectiveness and 
visibility in reaching those who sufifer and preventing breakdowns and 
becoming a vital part. 

The interaction between the paid staff and volunteers takes place at 
the monthly meetings, at the monthly board of directors meetings, and 
in committees in which community people work together with staff on 
specific programs, both in the center and out in the community. 

This kind of joint force prepares the base for forward thrusts and 
makes for a mutual education that is the foundation of a real partner- 
ship. 

ho, we have the involvement of the people in their own mental 
health care. 

What programs has this collaboration produced? I will give you 
just a couple of examples to convey the spirit of whaA an act of Fed- 
eral legislation may look like on a very, practical local level. 

One example is the generation of action coalitions directed toward a 
neighborhood menace, that was a single—room occupancy that at- 
tracted the poor, the disadvantaged, the miserable of the community 
and was a locust for all kinds of drugs, alcoholism, prostitution ancl 
crime. The people in the community were afraid of it and ashamed of 
it. But also those people who were activated themselves to care, cared 
also for the residents. 

Ten agencies, including a broad range, for example, board of health, 
visiting nurses, drug programs, civic groups, the department of social 
services and so forth were brought together by the Washington 
Heights-West Harlem-Inwood Mental Health Council to plan force- 
ful action to do something about this situation and to help the people 
in it. 

The city machinery for dealing with these problems, was engaged 
and brought up to our area. The landlord was met with, contended 
with. The result of this was that he was forced to remove the building 
violations and he was pereuaded to provide space for agency personnel 
to work right out of that building. 

In addition to thatj the composition of the residents of the SRO was 
changed. At this point, the aged, the physically disabled, the alco- 
holics, the drug abusers. are clients wlio are being worked with a 
variety of ways right on their own grounds. 

Another program is operation doorbell. Here staff and community 
contacts a householder of an apartment houses, and with this person 

21-333—73 
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canvasses each family in tliat building. Each family is asked to con- 
sider its needs and build on this increased awareness to get together 
with other families to discuss mutual concerns. 

AVe have experiences of some neighbors having been neighbors for 
20 yeare speaking to each other for the first time at these meetings 
wliich are held in lobbies of the buildings. There are frequently hous- 
ing problems and other practical problems. "We provide the staff sup- 
port, we get the people in who can redress the grievances, and we help 
the tenants direct their thoughts beyond tlie immediate pressing 
urgency. 

We are encouraging these housing associations to form block asso- 
ciations. We have experienced the success of people living in unhealthy, 
unsafe conditions for many years suddenly seeing that it is possible 
to physically change their surroundings. 

We have seen block associations develop recreation programs for 
the youth whom they had considered to be menaces up to that time. 

One more example: Tinder the leadership of the council, heads and 
some staff of every mental health and every human service agency in 
the community now know each other, talk to each other and meet 
regularly to plan and coordinate programs. This articulation of serv- 
ices is implemented by joint sponsorship of programs, by sharing staff 
ing within agencies, by task forces that we described before, and by 
other means. 

For example, the State hospital has assigned staff to community 
agencies to facilitart© aftercare services. 

The council and the original training research-oriented university 
hospital are now cosponsoring a home for seriously emotionally 
disturbed adolescents as an alternative to hospitalization. 

Tliis community mental health concept has also shaped the kind of 
mental health care and the availability of care developed in the 
community. 

The doors of the center are open from 9 a.m. to 9 p.m., 5 days a week. 
Informal contact is encouraged. All kinds of activities take place at 
the center. One can have one's needs met without having to undergo a 
complicated process. 

It forces professionals to look for means of giving care other than 
those traditionally used, for example, group therapy aroimd making 
clothing and furniture. 

It pushes us to the streets to work with youths and youth gangs. 
It pushes us to the isolated rooms of the withdrawn. It makes us ac- 
tively reach out to do what we are supposed to do, and to address the 
people to whom we are responsible if we fail to do so. 

The fact of a Community Mental Health Service Act then has pro- 
vided the resources to render the services that the community knows 
that it needs. This act demands not only to be continued, but to be 
expanded. It provides the impetus, it provides the energy, it provides 
the very practical financial support. It provides the force for people 
to begin to work together. We are only beginning to explore the vast 
potential of the actual technical means of fulfilling its goals. 

I would like to now put a comma to this presentation, and have it 
continued by the other half of this partnership represented by Mr. 
Hatcher. 
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STATEMENT OF WILLIAM H. HATCHER, CHAIRMAN OF THE BOARD, 
WASHINGTON HEIGHTS-WEST HARLEM-INWOOD MENTAL 
HEALTH CENTER 

Mr. HATCHEU. Thank you, ladies and fjentlemen, for giving me this 
opportunity to add to wliat our director has given us up to now. I would 
like to make one correction. She .said 1968. That is taking about 18 
months of energy and effort fi-om us and I would like to put that 
back. It was much earlier than that. 

I miffht say our organization is probably an accident, because at 
the begmiiing, we had no intention of taking the rout« we finally took. 
We merely wanted to have an input in the developing of the mental 
health center at that time, su^jposedly sponsored by the university in 
our community. 

A conflict developed, of course, and we took another rout-e. 
To backtrack a little, I, myself, am a layman also. I have no back- 

ground in health or mental health. I am m fact a merchant. I have 
been asked many times how does a merchant happen to be in mental 
health? I could add that I am in more than mental health. 
I am also in health. We are hoping to bring the health services in 
our area under the same terms that Ave were able to bring mental 
health. 

They both fit in the same category in that we have no local health 
services and we had no local mental health services. 

To get back to why I am here, Mrs. Bowen mentioned by the direc- 
tor, happened to be appointed to a job called the executive secretary 
of the then Community Mental Health Board. She and I are very 
friendly. We both recognized that siie had been appointed merely 
out of the fact that she had been a politically active person in the 
election of the mayor. 

We determined that it would be more than just a political appoint- 
ment, because the guidelines said she was to, as I remember, "alleviate 
the stigma associated with mental illness." She had no idea or any- 
thing about how to go about this. Mental illness or mental health 
to us meant i)cople incarcerated in hospitals. She requested my assist- 
ance and I gave it. 

In the process, we started to bring people together, something we 
both were experienced in and we started to discuss mental health 
under one of the sen'ices called education and information or con- 
sultation and information, which had an animated film and at the 
end of it, the statistic read, there are more people occupying mental 
health beds than all other diseases combined. 

This was shocking to most of us. We never dreamed such a thing 
existed. Then we started thinking of all the people in the streets who 
should have been in beds and it was even larger. 

We began a series of seminars in which we discussed mental illness 
under the leadership of two psychiatrists and a psychologist. Dr. 
Maimie Clark. From that, wo had about 65 people participating in a 
12-series seminar, we began to learn about mental illness and health 
and the effect it was having on people in general. It was about this 
time that we learned about the projected mental health center for our 
area. 
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It all fitted in. This is why -vve tried to have an input, based on what 
we had been learning through our consultation and education pro- 
grams. We had s]3reaa it througliout tlie community among teenagers 
as well. We set up a series of seminars with teenage clubs, which were 
very productive, with some adult input. 

We held a woritshop with discussion leaders, composed of people 
who went through our program. They were all discussion leaders on 
mental health, and what have you. 

We were not successful in getting our ideas put across to the pro- 
jected sponsors. We were told, "This is not mental liealtli. These are 
social problems." We insisted they were mental health problems. We 
insisted if a person had on a tiglit shoe, liis mental stability is affected 
also, especially if his feet was hurting. 

A conflict developed, and in the end the community, under the Men- 
tal Health Act, rebelled and demanded tlie right to develop its own 
mental health service program and center. Because of certam people 
being in positions at that time, especially the commissioner of tlie 
New York State Department of Mental Hygiene and the leader of 
the NIHM region. And because they understood our position, they 
gave us terrific encouragement. They were first to recognize what we 
were trying to do and the first to give us recognition as an agency to 
develop the mental health center. In the meantime, this community 
had been working out of members' houses late into the night putting 
together a program of the proposal of the services it would like to see 
developed in the area. It was truly a community thing. 

The task force developed a program, would come to a meeting and 
read the outline of what they had, there would be criticism from the 
meeting and back again to put the ideas across until finally we put to- 
gether a proposal of the services we would like to see in the commun- 
ity, then we proceeded to demand that that proposal be accepted and 
late we began to develop the mental health project. 

We proceeded toward our goal and again because of certain people 
in certain key positions and not meaning to embarrass anyone, I would 
like to name Dr. Miller, who was of terrific assistance, although he 
was not present there. 

I would like to add the now commissioner of the Department of 
Mental Health, Dr. Christmas, was not in the position she is now, but 
she was participating in what we were doing. This was an encour- 
agement that led us to think we had someone who would be useful 
and responsive to what we were trying to do despite the fact that the 
professional community in general was not in approval of us. Many 
times, people though we did not know what we were doing, and there 
are some current situations like that. 

In many instances, we did not know what we were doing, but we 
knew what we wanted and we would know when we had it. That is 
what it was all about. 

Well, the end result is that we now have the only, so far as we know 
at least, the only mental health center, and we can call it that now 
even though it is not officially named, that has a program developed 
by the community and a staff that has been hired by the community 
and is responable to the community, I think, in the country, possibly 
in the world. 
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Yoii can belieTe what our director has told you. It is working. It is 
not directed to mental illness alone. Dr. Paster did not say last year 
the council sponsored two block parties. It was instrumental in as- 
sisting other block parties. 

One of its projects now is getting people interested in co-op build- 
ings through other sources we have and moneys available to them. 

We feel that the community has now begun to realize there is some- 
thing it can do. It does not have to take what is left at all times. Again, 
we were lucky when we came up with a pereon with the sensitivity of 
our director, Dr. Paster. By the way, she is not the first director. We 
were not as successful with the first one. This is also along the lines of 
one of our frustrations, and one of the things that could have blown 
what we were tiying to do. It gave us a black eye, saying we were non- 
professionals saying he, a professional, does not know what to do. 

Let me say for the record, we did not say that our former director 
didn't know what he was doing. He may have known very well what 
he was doing. We said he was not doing what we wanted done. That 
is what happened. So, this is a community that knows what it wants 
and it is proceeding in that direction. 

I can only say nere that possibly we have been lucky. Again, in 
that we and certain people in key positions who recognized what they 
were doing, were sensitive to us and gave us the encouragement that 
was needed to get to where we are now. 

Thank you. 
Dr. MILLER. Thank you very much. I think the record will show the 

closer we get to the center in human terms the more meaning it has. 
This may turn out to be one of the richest testimonies this congres- 
sional committee will have the opportunity to consider. 

I also note that both of them were saying as others have said in de- 
scribing something of their own experience that the process of par- 
ticipation in itself was health-giving, and we are talking about a liv- 
ing organism and not something that is fixed but is changing, grow- 
ing, struggling, flourishing. 

The hour grows late. There are two more people I would like to 
call upon. It is now 11:52. I am told that we must adjourn this part 
of this session at 10 after 12 and just before that I want to make an 
announcement about this afternoon's session and further discussion. 

I will have to ask the next two speakers if they would try to limit 
themselves to 7 or 8 minutes each if they can. I would like to call now 
on Dr. William Hart, who is the director of the Rochester, N.Y. Men- 
tal Health Center and I lielieve someone will be speaking for the Na- 
tional Association of Community Mental Health Centers. Dr. Hart. 

STATEMENT OF DR. WILLIAM HART, DIRECTOR, ROCHESTER MEN- 
TAL HEALTH CENTER, ROCHESTER, N.Y., IN BEHALF OF THE 
NATIONAL COUNCIL OF COMMUNITY MENTAL HEALTH CENTERS 

Dr. H.\nT. I wish to thank Congressman Symington and Congress- 
man Hustings for their able replacements. I think the previous speak- 
ers have really given the guts of the issue and I would like to add 
what I think are some of the technical issues we have to get to. As 
mentioned, I am director of the Rochester Mental Health Center and 
am representing the National Council of Community Mental Health 
Centers. 
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The Rochester Center is old as centers go. We are now in our 7th 
year of operation. In resixinse to one of Congressman Hastings' qnes- 
tions earlier, this year, I believe we will rnn about 50 percent of ovir 
budget income, from medicaid. I don't know what the percent is 
throughout New York State but I guess it is getting up to that level. 
It may be that the center has to be in operation sometime before it 
does get to that level. I don't know why there is such a low amount 
across the country other than the length of operation and the way 
some States handle it. Along that line, our grant is down to about 10 
to 12 percent so when you look as to where we are getting more Fed- 
eral money, medicaid, probably accounts for 25 percent of our Federal 
fimds while only 10 percent is \'ia the categorical grant which I think 
may lead some to look to the future in terms of national health insur- 
ance and other methods of funding. As far as the mental health cen- 
ter is concerned, next year is our last year of funding and after that 
we could get along without the direct categorical grants. 

In terms of the mental health movement, I think it is very impor- 
tant that the Mental Health Act be continued. I think it is absolutely 
necessary that grants be available for the development of new cen- 
ters. I tiiink without the Federal money the new centers will not de- 
velop. The Federal money is a third force in the community and 
creates an impact to develop idiosyncratic services to meet the needs 
of a particular community. Also, ii new centers do not develop, if j'ou 
look at New York State we are about 15 percent covered with new cen- 
ters, but if new centers do not develop present centers will have a tend- 
ency to wither and die, and become quite a different thing from what 
they are. I do not think the present centers, because we are small in 
numbere, when you look at the whole country, can maintain the im- 
petus for the mental health of the community and what it means. 

Also the length of the grant should be extended to 11 years from 8 
years to bridge to the national health insurance. Even though the cen- 
ters in existence are small in number and cover a small percentage of 
the United States I think it is important they be preserved as the new 
centers come into being. The National Council of Community Mental 
Health Centers has a complete plan and outline of what they feel 
should be in the bill and to which I ascribe and copies are available 
of this. I think that the Federal money again might be characterized 
as preserving the independence of the centers. The Federal money 
has really allowed the development of voluntary nonprofit, nongov- 
ernmental centers. This is not attacking the Department of Mental 
Hygiene, or the city of New York in their operation, but I think their 
operations are strengthened by an independent agency that vies with 
them in some sense of the word, and in the long run strengthens them 
also. 

Very briefly concerning unified services, I am sure the centers will, 
in the long run, have a A^erj' beneficial broadening, decentralizing ef- 
fect on the implementation of the Unified Services Act. I think the 
kind of consultation and information from the community that the 
centers can bring will be very important in the implementation of 
this. 

Another brief point—HMO health centers in the future may be 
the major source of funding for mental health services. The funds 
may vei-y well come through health centers. Health centers in general 
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have an option as to mental health services, and I think it is very im- 
Eortant that mental health centers bepin negotiating with these 

IMO's, these health centers, so we do develop mental health services 
there and haA'e income in that way. I think if it is looked at carefully, 
the centers are in a mucli better position to negotiate with health cen- 
ters than other agencies that are in existence. 

I know that in my current negotiations I almost scared the director 
of the health center oif when I said I was getting community chest 
funds. I did not get to the point that I was getting Federal, county 
funds. That might have ended it there. In any event, I think it is a 
very important bridging. 

Congressman Hastings' district covers the poorest county in New 
York State, Allegheny County. Categorical grants are meant to meet 
the needs and carry the services to people who can't get services, the 
poor. They are meant to develop different systems of delivery that fit 
into communities as we have heard before. I think it is important for 
Allegheny County, for the continuance of the Community Mental 
Health Centers Act. One further point is I think as centers grow 
older, as they have been around longer, there will be a need and a de- 
mand for them to develop services in rural areas or areas outside of 
their home. We have had some experience with this in Wayne County 
which is a poor county, east of Monroe which is relatively affluent. I 
think the structure and form of the service that develops there might 
be quite different than the present mental health centere. I thiidv in 
terms of Allegheny County that this is an area that we might well 
eventually look into maybe not for the development of mental health 
centers but some type of mental health services. 

Finally, as director of mental health services, I figure I spend 
around $100,000 a year in regulatoiy agencies. I think it is very neces- 
sary that there be a central movement toward centralizing these so 
I don't spend $100,000 on site visits and this type of thing that takes 
away from patient care. 

From this standpoint, I propose that the comprehensive health 
planning of the agency become the major agency and that other agen- 
cies piggyback on that. 

Finally, there are several other points and my time is up. I think on 
the whole issue of the Federal money that it should continue to con- 
tinue the impetus of the community mental health centers movement 
which I think is the first movement in a long period of time to radi- 
cally change mental health services. 

Thank you. 
[Dr. Hart's prepared statement follows:] 

STATEMENT OP DR. WILLIAM T. HABT, DIRECTOR, ROCHESTER MENTAL HEALTH 
CENTER, ROCHESTER, N.Y., IN BEHALF OF THE NATIONAL COUNCIL OF COMMUNITT 
MENTAL HEALTH CENTERS 

The continuation of federal support via the Community Mental Health Centers 
Act l.s necessary until National Health Insurance becomes a reality. I would 
recommend at this time that the present eight year limit on funding of Centers 
be extended to eleven years. Also, there should be a continuation of new Center 
funding so that more Centers can be developed. The complete phasing out of 
federal "seed" money can have a disastrous effect on a community. Federal 
support can build up a program that cannot be supported in its full form by local 
funds or cannot be supported at all. This program, when It has failed. CTeates a 
great deal of stress not only on the persons to whom the program was directed, 
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but also the agencies that were administering the program. The principles that 
I am going to speak to below, although directed to the Community Mental Health 
Centers Act, should also be woven Into any National Health Insurance that Is 
made into law. 

The National Council of Community Mental Health Centers have a detailed 
blueprint for a new Community Mental Health Centers Act. I believe that yoa 
have it, or if not, I can see that you are provided with it. I do not intend to 
cover aU are facets of the Act as proposed by the National Council, but will 
speak to certain philosophical underpinnings for the Act that have become ap- 
parent to me as the Director of a Center. The Center came into existence Jan- 
uary 1, 1967 and I have been the Director of the Center since that time. 

Categorical grants were devised to meet neglected needs In human areas that 
local communities for some reason had not attended to. Without continued 
federal support, I feel that at this point of Center development we would revert 
and these needs would again become neglected. Revenue sharing that theoretic- 
ally should help satisfy the.se needs actually enforces the "old" attitudes of the 
community by coming through traditional channels. It is molded by the tradi- 
tional attitudes of those channels. Categorical grants, however, addresses itself 
directly to the specific unmet need. 

It is necessary to continue federal support to preserve the Independence of 
the Mental Health Centers that offer a varied spectrum of services that are 
geographically accessible and available to all with markedly decreased stigma 
«s compared to the older services. The Centers have moved services from in- 
patient services at State Hospitals to outpatient services within the local com- 
munity and to day care and inpatient services. This occurred when the patient 
impinged upon them to such an extent that they could no longer tolerate It I 
see no evidence that the public at this time is any more willing to buy more 
progressive services such as outpatient services than they were in the past 
without the stimulus of federal support. 

The State Hosidtal system is very large and powerful and tends to reabsorb 
patients and services and staff back into itself. In New York State, $580 million 
per year are spent on State Hospital services versus $10 million State dollars 
going to Mental Health Centers. Without continuing federal support the differ- 
ence in funding would tend to reduce the flexibility that the Centers have. 
Patients and staff do not want to leave the State Hospital system. The patients 
and staff are used to a way of life and without an outside agency to stimulate 
the painful change it will not be done. The Unified Services Act recognizes this 
and attempts to provide this outside stimulus. 

Public opinion resists the movement to a new system of delivery. This opinion 
will impinge at the many points where revenue sharing comes down the pipeline 
and prevent a change in the system. Many relatives have developed a habit of 
hospitalissing a certain member of the family and will have difficulty breaking 
this longstanding tradition. I.,arge hospitals have become a very Important 
economic; resource to the area In which they are established. A short time ago 
I heard a legi.s-Iator attacking the closing of a large State facility in the area 
in which he lived and the adverse economic impact it had on that area. Mental 
Health Centers provide for the development of other types of .services Into 
which this staff can move and alleviate the economic impact upon both the staff 
and the local community. 

The Center Is Idiosyncratic to the area it serves and needs to be responsive 
to the peculiarities of both the community and the staff that it is able to recruit 
The federal grant so far has provided for more variability and more responsive- 
ness to local communities than would have been jwssible without it There cer- 
tainly needs to be central minimum standards but not complete control of a pro- 
gram that makes it conform to procedures that may be irrelevant to the area 
in which it is operative. 

There .should also be provision In the law for coordination of the services 
other than Community Mental Health Centers, probably through comprehensive 
health planning. In New York State, for example, no Department of Mental 
Hygiene programs go through comprehensive health planning. So in our com- 
munity, roughly half of our services go through CHP and half do not. 

Also, coordination is necessary to prevent the Increasing paperwork con- 
cernefl with regulatlon.s from overwhelming an agency. I spend a minimum of 
$100,000 a year or almost 10% of my budget satisfying regulatory agencies. This 
money, of course, comes out of patient care, reducing the amount available. 
Recently, I had 3 separate agencies mandating me to fill out 3 separate forms 
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that were almost exactly the same. I felt that It would cost me $6 to $7,000 a 
year to comply with this request However, after some corresjwndence and a 
meeting, we were able to reduce this markedly. The problem still remains a 
diflBcult costly one. 

The Unified Services Act that was Just passed by the New York State Legis- 
lature will in the near future begin channeling some of the $580 million institu- 
tion money and probably eventually all of it through local government for mental 
health care. There are no specific references in this Bill to working with Health 
Centers and it is important that the Mental Health Centers remain independent 
to negotiate with the developing HMO's so that they develop mental health 
services. This Is a difficult problem to Integrate these services In that the HMO 
is trying to develop services with the least expense to the enroUee and leaving 
out mental health services would reduce this cost. In my experience they are 
.somewhat cautious about negotiating with a voluntary non-profit organization 
much less a State organization. However, for effective patient care there has to 
be integration of both the State Hospital system and the developing health center. 

The provi.sion for the continuing development of new Centers is another very 
important iwint in the renewal of the Community Mental Health Centers Act. 
At the present time only i5% of the population of New York State is covered. 
Tnless this 85% is gradually covered, the patient pressure on the existing areas 
covered would lead to the demise of the Community Mental Health Center, to say 
nothing of the inequity of the situation. The present Centers can lead to the 
extension of services to areas outside their catchment area in areas that other- 
wl.se might not be able to develop Independent services. For example, we are 
In the process of developing consultation services to a rural Center in Wayne 
County. There are no services there and I do not think they could be developed 
lndei)endently. 

Con.sultatlon and education are difficult to provide for but very necessary 
components of a mental health center. With the developing system of health 
centers providing only payment for direct care, this mode of service will not be 
acceptable to them becau.se .services will go to other than their enroUees. There- 
fore, there must be .some sort of a capitation method of payment for consultation 
and education possibly with State matching. 

Finally, there should be direct grants for training all types of personnel such 
as psychiatrists, psychologists, social workers, recreational therairfsts, etc. The 
University is having a great deal of difficulty financing their training programs 
and if the Mental Health Center could be a source of fimding, albeit modest, this 
would attract trainees to the program and so expose them to community mental 
health activities. The community mental health .system of delivery is markedly 
different and when we hire personnel we have to essentially retrain tliem to be 
able to work with us. I think the major value of funding that would attract 
trainees to Mental Health Centers would be to expose them to a service-oriented 
delivery .system. Tills would then have impact in how they would practice in the 
various settings that they went into and in turn have impact on those settingsi 

In conclusion, the Mental Health Centers have made a modest beginning to- 
wards the development of a new delivery system to meet the needs of the popu- 
lation rather than small isolated groups. To maintain the impetus of this be- 
ginning it Is necessary for funding that will sustain the existing Centers until 
National Health Insurance is available and to fund the development of new 
Centers to reach the total population. 

Dr. Mn,LKR. Thank you very much. I am pleased you mentioned 
tlie HMO's. I only hope that as HMO's develop, they will emulate 
what I consider the essential dimension of mental health centers: 
namely, that they will be responsive to and work with whole popula- 
tions, rather than just those people who register with them. 

I think that approach would make possible the kind of collabora- 
tion and synthesis which you described. 

I might also say for the record that every county in New York 
State, including even Allegheny, has a county governmental depart- 
ment of mental health, retardation, and alcoholism. I think that gives 
us, with Federal legislation helping us, an opportunity really to ex- 
tend to eveiy citizen the kind of program which we have heard every 
citizen in the State has a right to. 
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I would like to call last and perhaps not in that context quite ap- 
propriately, Mr. Carman Santor. Mr. Santor is the new president of 
the New York State Association of Community Mental Health 
Boards, which are for the counties and New York City the local gov- 
ernmental bodies which bear responsibility for the development of 
mental health, retardation, and alcoholism services. Mr. Santor. 

STATEMENT OF CARMAN SANTOR, PRESIDENT, NEW YORK STATE 
ASSOCIATION OF COMMUNITY MENTAL HEALTH BOARDS 

Mr. SANTOR. Thank you very much, Commissioner Miller. I will be 
very brief. Following some of these most moving presentations, in- 
formative and even provocative, I would like to express appreciation 
to Congressman Symington's and Hastings' requesting tlie House 
Subcommittee on Public Health and Enviix>nment for holding these 
hearings. 

The Congress recently voted to extend the act for 1 year, one pur- 
pose being primarily to evaluate the continuing need for community 
mental health services center legislation. At the recently held annual 
meeting of the New York State Mental Community Centers Board, at 
Nyack, N.Y., the following resolution was unanimously adopted: 

Whereas both Houses of Congress overwhelmingly voted to extend the com- 
munity health centers for another year, and 

Whereas continued responsibility and tiscal support for existing and new 
mental health programs are desirable and es.sential to meet the need of the 
American people—mental retardation, drug abuse and children's services, there- 
fore, be It 

JResolved, That the New York State Community of Mental Health Boards go 
on record as strongly supporting the enactment of H.R. 7806 and Senate 1136. 

Copies of this resolution be promptly forwarded to President Nixon, Health, 
Education and Welfare Secretary, Caspar Weinberger and the news media. 

As the newly elected board of an organization co-sponsoring the 
"1973 conference on community mental health services," I feel it is 
both a privilege and res))onsibiIity to attend and participate in this 
important event being held today. 

One of my first important official duties upon assuming this state- 
wide office was to be invited by you, Commissioner Miller, to attend 
and actively participate the day tluvt many employees were recognized 
from the State hospitals and tlie State SC1KX)1S. 

It was very moving and it ga\'e me a chance from grassroots as a 
consumer producer to meet tlie people '"where the action is." 

I also felt it very rewarding to also accept Governor Rockefeller's 
invitation to participate in a unified signing bill, a hallmark in mental 
health service legislation which you helped engineer through with a 
lot of hard work. 

As we are all aware, the purpose of this bill is to provide unified 
services, which will grant to the State and the communities opportuni- 
ties to engage in joint planning activities. It is hope4 sincerely that 
we will ha\e the necessary leadership and financial support so that the 
needs of the mentally handicapped will be continuously met. nation- 
wide and we will have a true partnership as well as having the con- 
sumers and the volunteers and the paraprofessional's contribution so 
that we can Iwtter utilize and strengthen our human resources in this 
technological and space age of ours. 
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Again, I would like to thank Con<ri-essman Hastings for inviting me 
to participate on the most important and timely occasion on behalf of 
the mentally disabled. 

Our New York organization of mental health boards will continue to 
be \'igilant in its efforts at all levels of <^ovenmient in these most urgent 
and pressing matters involving our citizenry. 

Thank you. 
Dr. MILLER. Thank you very much, Mr. Santor. 
I thank all of you who have testified, all of you who have come. I 

apologize that there has not been more opportunity for discussion this 
morning, but there will be this afternoon. I thank my colleagues at the 
head table. I am sorry they did not have a chance to speak further this 
morning. We are especially appreciative to Congressman Symington 
and Congressman Hastings, for holding this extraordinarily rich 
hearing which will provide a i-eport to the national Congress of what 
people in New York State are thinking and doing. Many thanks. 

[The following statement and letter were received for the record:] 

STATEMENT OP THE AMEBICAW OSTEOPATHIC ASSOCIATION, THE AMERICAN OSTEO- 
PATHic HOSPITAL ASSOCIATION, AND THE AMEBICAN ASSOCIATION OF COLLEGES OF 
OSTEOPATHIC MEDICINE 

The American Osteopathic Association (AOA), the American Osteopathic 
Hospital Association (.\OHA), and the American Association of Colleges of 
Osteopathic Medicine (AACOM) are compelled to take this opportunity to submit 
for the record their views on continuing Federal assistance to the development of 
Community Mental Health Centers. In this regard, the Associations wish to 
express their grave concern over the fate of the Thousand Hills Community 
Mental Health Center (THCMHC), which, upon Its completion will provide 
needed health services to approximately 200,000 people in Northeast Missouri. 

Plans for the development and implementation of THCMHC were initiated by 
the KlrlisvUle College of Osteopathic Medicine (KC-OM), KIrlssvllle, Missouri. 
This center Is geared to provide both inpatieut and <>uti>atlent facilities and 
services for comprehensive mental health care for an 18 county catchment area 
with KCOM being locatetl in the center of said area. THCMHC is to be located on 
a site owned by tlie College, Immediately adjacent to the KIrksville Osteopathic 
Hospital. 

In early 1969 KCOM applied for a federal grant to assist in the construction 
of THCMHC, and a Federal Construction Grant of slightly over $600,000 was 
awarded. The projected cost of the facility is $1.2 million. KCOM lias accepted 
the responsibility of raising $200,000. An additional $400,000 is available from 
the Commerce Kank In Kansas City contingent upon a Federal StafiBng Grant, 
Therefore, an appropriate grant application has been submitted to the HEW 
Regional Oflice. 

I'nfortunately, the recent decision by the Executive Branch to cut staffing funds 
from the budget, is in actuality negating the essential objectives of the original 
legislation. In taking this action, the Admnistration has stressed the availability 
of state funding through the program of state revenue sharing. In fact however, 
funds for this nee<led health service will not lie forthcoming from the state; 
thereby nullifying the highly documented need for such a service. 

The problem Is further compounde<l due to the fact that experience has shown 
that it normally takes 8 to 10 .vears of oi>eration, before patient fees and third 
party payments can meet normal operational expenses. 

The need for this facility is exceedingly obviou.s. In exces.s of 10,000 Northeast 
MLssourians will be affected by some form of mental illness in the forthcoming 
year. Whether it be from anxieties and fears, tensions resulting in alcoholism, 
drug abuse, or personal tragedy, these problems are as critical as any terminal 
disease; for, in fact, they affect the very moral liber of our country and cannot 
be ignored. Unfortunately, the closest mental health center In the area to be 
served Is over one hundred miles in distance. The availability of such a center 
would afford the 19.000 iK>tenlial patients of THCMHC with their right to 
receive Immediate and projier care in their own community In addition to a tax 
advantage of untold thousands to the State and the families to be served. 
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It should be noted that a majority of the necessary professional and supporting 
staff needed to adequately man such a center are already functioning on the 
KCOM faculty. The availability of three full-time psychiatrists, four psycholo- 
gists and qualifled persons in many other related disciplines, readily enhances the 
early effectiveness of such a center. Through KCOM's Residency Program with 
the State Division of Mental Health, the college is assured of additional pro- 
fessional personnel required to staff the center. 

Specifically involved in the outpatient care, will be the Rural Extension Out- 
patient Clinics of KCOM. These clinics will function as a magnification of the 
outpatient services provided by THCMHC psychiatric teams and/or rural exten- 
sion personnel itself. Through this activity, THCMHC will be able to reach all 
sections of the catchment area thereby providing most of the health needs which 
rural areas have been lacking to date. 

The ADA, AOHA and AACOM are of one mind regarding the aforementioned 
mental health needs of the rural "breadbasket" areas of our country. In our 
opinion, the responsibility of the Congress is clearly understood in such matters. 
We understand that the aforementioned is but one example of an attempt to 
meet such needs and is currently in jeopardy of missing its goal. 

We firmly believe that the best Interests of the Nation will be served with the 
continuing development and operation of Community Mental Health Centers. It 
is the goal of our entire health profession to provide each and every individual 
with the kind of health care he has come to expect and to help ordinary people 
with extraordinary problems, but we cannot accomplish this alone. 

AMERICAN NtrBSES' ASSOCIATION, IWC, 
Kansas City, Mo., May Ji, 19T3. 

Hon. PAUL G. ROGERS, Chairman, Suhcommittec on Public Health and Environ- 
m-ent.   Committee  on Interstate  and  Foreign  Commerce,   U.8. Hou«e  of 
Representative*, Washington, D.C. 

DEAR MR. ROGERS : The American Nurses' Association is pleased that your 
subcommittee is holding oversight hearings on the important issue of Com- 
munity Mental Health Centers. Those of us familiar with the effectiveness of 
the programs in such centers were very disturbed to find that the Administration 
opposes renewal of the Community Mental Health Centers Act while at the .same 
time they stress the succefis of the program. 

As has already been jwinted out by many, few third party payment plans now 
provide coverage for out-of-hospital mental health care. Lack of federal funds 
to promote the establishment of community mental health centers In those areas 
not yet funded will deprive many of the benefits those centers provide. 

The Community Mental Health Centers Act of 1W13 and its successors was a 
major step forward to attack the serious prot>lem of mental illness in a humane 
way. The opportunity of receiving care close to liome, without the disruption of 
leaving family and friends as occurs with hospitalization, is a great improvement. 
In the long run, of course, this type of care will be less costly in dollars and in 
human suffering. 

Previously, we have pointed out that time was required to prepare settings, 
commimities and health practitioners for the most effective functioning of the 
new centers. It has now been shown rei>eatedly that the new approaches are being 
implemented successfully and the practitioners now being prepared are ready 
to function well in those mental health centers. 

One of the .strengths of the center concept is the true interdisciplinary team 
functioning of the staffs. The traditional barriers between professional staff 
members in terms of roles and functions have been eliminated in many centers. 
In this situation, the skills of each team member are used much more effectively. 

Community mental health nurses with appropriate specialty preparation at 
the graduate level are successfully providing individual, group and family 
therapy and are providing liaison services to general and psychiatric hospitals 
as is needed. Their roles have proven to be vital and varied. 

Because nurses are generally oriented to the relationships of physical, psycho- 
logical, environmental and community factors one to the other, tJiis new role is a 
very effective utilization of their preparation and skills. 

Unfortunately there are some mental health centers that still do not utilize the 
full potential of psychiatric nurses. There api)ears to be almost a geographic 
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difference In philosophy within the psychiatric field as to the types of care that 
are most effective and the centers do, of course, reflect the community that they 
serve. 

The programs educating liealtb professional and allied health worlcers have 
changed in recent years to better prepare students for these community-focused 
programs. Now that there are operational community mental health centers 
available for learning experiences and experienced role models for the students 
to worlc with, the outloolt for the future is encouraging. 

We will address ourselves more specifically to this issue when new or renewal 
legislation is introduced which we hope is in the very near future. A program 
with the sfupport and acclaim of the public, the health professions, the Congress 
and the Administration must not be allowed to terminate when its job is only 
partly completed. 

I hope this statement can be included in the hearings record. 
Sincerely, 

Bii.EEir M. JACOBI, Ed. D., R.N., 
Executive Director. 

[Whereupon, at 12:15 p.m., the subcommittee adjourned.] 
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